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Recent agitation concerning the tonsils makes it ad- 
visable to reassess the place of these organs in medi- 
cine. It has recently been held that their removal is 
unnecessary because of control of their infection by 
sulfonamides, by antibiotics, and by irradiation. Such 
removal has been held to be dangerous because of a 
possible increase in the danger of contracting polio- 
myelitis, especially the more severe bulbar and bulbo- 
spinal forms. These questions will be discussed. 

Removal of tonsils and adenoids is done consider- 
ably less often than it was 15 or 20 years ago, but 
under proper indications this procedure remains a very 
valuable and important one. When rightly done it can 
transform a puny, listless patient into a happy vigorous 
child. It can prevent disastrous systemic damage or 
relieve disabling local infection. It can prevent re- 
peated ear infections or serious loss of hearing. Some 
objections to tonsillectomy have been on insufficient 
basis and have led to a considerable degree of harm 
by denying badly needed intervention. 


Indications for Operation 


At the Evanston Hospital 1,107 patients had tonsil 
and adenoid operations in 1935, In 1953 only 470 such 
operations were done, in spite of the fact that hospital 
beds had increased from 250 to 325. This has come 
about in part from stricter indications for operation. 
Primarily, systemic factors are now more carefully 
ruled out, especially poor hygiene, blood dyscrasias, 
and the like. it is recognized that tonsils, unless seri- 
ously infected, do exercise a protective function and 
do have much to do with the development of immu- 
nity—unless that is prevented by the early and indis- 
criminate use of sulfonamides and antibiotics. 

The following indications are now rather standard: 
(1) repeated severe infection of tonsils and adenoids; 
(2) persistent chronic or subacute infection with im- 
paired general health, especially in children; (3) re- 
curring infection with acute suppurative or catarrhal 
otitis and conduction hearing loss; (4) obstruction with 
facial and palatal deformity; or (5) focal infection: 
metastatic, toxic, or allergic. 


* Surgical removal of tonsils and adenoids is one of 
the most gratifying procedures in medicine when it is 
properly done under the right indications. These are 
now rather standard: repeated severe infection of 
the tonsils and adenoids, persistent chronic or sub- 
acute infection with imoaired general health, recur- 
ring infection with ot'tis and impairment of hearing, 
obstruction with facial and palatal deformity, or 
metastatic, toxic, or allergic focal infection. Statistics 
relating tonsillectomy to poliomyelitis have been diffi- 
cult to interpret, especially because many patients 
may be predisposed to poliomyelitis by the same sus- 
ceptibility to infection that made them candidates for 
tonsillectomy. Rightly done, tonsillectomy can prevent 
disasirous systemic damage or relieve disabling local 
infection. Harm can b2 done by denying tonsillectomy 
when it is badly needed. 


Controi by sulfonamides and antibiotics of acute 
recurring infections and of distant disturbance due to 
local infection has had a large influence in limiting 
other treatment. However, as Morris and others have 
pointed out, such use may actually increase by three- 
fold the susceptibility to recurrent infection in control 
groups. The prophylactic contro] of rheumatic fever 
by penicillin seems to be very well established and its 
value is borne out statistically, but the recurrence of 
infections at a distance, such as those in the urinary 
tract, the joints, and the eye, seems to have been so 
strikingly shown in individual cases that I believe 
that tonsils, which are definite foci, should be removed 
under antibiotic protection. 


Foci of Infection 


The factor of focal infection still seems to be a most 
important one in determining the type of treatment 
of infected tonsils. Coleman,' Rhoads,’ Kolmer,*® Asher 
and Sokol,* and others have recently reaffirmed the 
validity of the concept of focal infection and reempha- 
sized its importance. It is true that both primary 
infection and its related secondary effects are perhaps 
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now less important, since they can be controlled at 
least partially by new drugs and antibiotics. It is true 
also that such infections always constitute a threat, 
because they may not certainly and constantly be so 
held in abeyance. When one considers the complex 
structure of the tonsil crypts as shown by the model 
prepared by Arey, it is hard to see how infection in 
such a structure could be kept clear for any length of 
time by anything done to the crypt system by safe and 
ordinarily prescribed doses of irradiation or other 
agents. 

The area of thrombophlebitis in relation to ulcera- 
tion deep in the tonsil crvpt may be waiting only for 
acute flare-up of infection, trauma, or general lowered 
resistance for opportunity to invade the blood stream. 
The frequency of such invasion has been well shown 
by Cannon, Rhoads, and other authors. They have also 
shown how impaired circulation or other factors may 
cause metastatic infection to lodge and develop in the 
urinary tract, heart valves, joints, or other tissues. In 
other cases, such as of iritis and rheumatic fever, the 
secondary effect is probably toxic or allergic, secondary 
to even minute foci in lymphoid tissue. 

Controlled statistics on focal infections are difficult 
to gather under modern regimens of treatment, but 
individual experiences are dramatic and convincing. 
In ny own experience, many patients with iritis, kid- 
ney infection, and rheumatoid arthritis could be cited 
who were successtully treated by complete removal of 
tonsils that were foci of infection. For instance, before 
the days of sulfonamide therapy, a nurse had been ill 
for eight months with daily fever, with temperatures 
up to 101 F (38.3 C), swollen tender joints, secondary 
anemia, and persistent sore throat. On the advice of 
Dr. P. Rhoads, the tonsils were removed but the plicae 
were left in this very ill patient to make convalescence 
easier. Symptoms subsided tor one month then re- 
curred. The plica fragments were then removed, and 
Dr. Rhoads has reported that this patient has since 
remained well. 

Surgery has failed at times for various reasons. In 
the first place indications should be rigid and designed 
to accomplish a specific result. In the Evanston Hos- 
pital there are very few cases in which operation is 
done without the advice or concurrence of internist, 
pediatrician, or other specialist. Systemic disease, 
which could produce the symptoms under study, in- 
cluding blood dyscrasias, poor nutrition, avitaminosis, 
diabetes, and the like, is excluded. If conditions exist 
that seem to be related to tonsil infection by sequence, 
exclusion, matching quantitative culture, and other 
tests, then operation seems more important. 

Allergy presents a difficult evaluation at times and, 
if it alone seems to be related to obstruction, repeated 
otitis, frequent sore throats, and poor general condi- 
tion, it is given first consideration. If it is found that 
treatment directed to allergy has failed, that attacks be- 
gin with follicular tonsillitis, or that allergic disturb- 
ances are in fact triggered by tonsil and adenoid in- 
fection, operation in such cases gives gratifying relief 
in a high proportion of cases. Likewise, if there are 
large adenoids with nasal blocking, especially if ac- 


J.A.M.A., February 16, 1957 


companied by sinus infection or catarrhal, suppurative, 
or serous otitis, the relief by removal of the adenoids 
is often remarkable. If, on the other hand, the tonsils 
are only mildly questionable, it is better not to remove 
them in allergic patients. It is now generally recog- 
nized that, in an allergic patient, if operation is done, 
allergies should be controlled by antihistaminics or 
other measures and the exposure to known antigens 
should be minimal. For instance, in a patient with pol- 
linosis, operation should not be done in the hay fever 
season. 

It is still recognized that acute suppurative or ca- 
tarrhal otitis is very definitely related to obstructive or 
infected tonsils and adenoids. Especially is this appre- 
ciated by men who see the late results of modern 
treatment, or lack of it, for such infection. The im- 
portance of acute suppurative or catarrhal otitis with 
obstructing or infected tonsils and adenoids is still very 
definite. It is true that with sulfonamides and _ anti- 
biotics the incidence of acute mastoiditis requiring sur- 
gery has dropped very low. There were 37 such cases 
with three deaths in 1935 at the Evanston Hospial; 
now about 5 cases occur each vear, with no deaths. 
However, for some time otologists have noted fre- 
quently a rather marked increase of a disturbing and 
stubborn type of hearing impairment after such treat- 
ment. Apparently acute otitis has often been controlled 
without rupture of the drum or the supposed need for 
tvmpanotomy; but exudate may persist as a serous 
otitis, or by organization it may cause adhesions and 
fixation of ossicles and drum with marked hearing 
impairment, then hardly amenable to reliet. The same 
may be true to a lesser degree after treatment by ir- 
radiation. Further loss of hearing comes with recurring 
attacks commonly associated with nose and_ throat 
infection and tonsillitis, It has been distressing to see 
patients with obstructive deatness progressing to 30 to 
50 db. loss, which is near or below the level of s. cial 
and economic adequacy, who have been refused the 
almost certain help that proper surgery would give. 
Some of these had already had x-ray therapy. 

| have previously expressed approval of irradiation 
in certain limited situations. In view of the small bene- 
fits to date and the danger from such treatment, | now 
believe it should practically never be used. 


Danger of Poliomyelitis 


Some recent reports suggest that tonsillectomy in- 
creases the danger of acute poliomyelitis at any time 
thereafter. With the othe: speakers in a symposium be- 
fore the Section on Laryngology, Otology, and Rhinol- 
ogy in 1952, I agreed that, it poliomyelitis should oc- 
cur one month after tonsillectomy, the more severe bul- 
bar and bulbospinal forms would be more likely to 
follow. | also agreed that, tor that reason, routine op- 
erations should not be done in the presence of epi- 
demic poliomyelitis. However, after a thorough study 
of such statistics as have been presented, | am not 
convinced that beyond one month the danger of polio- 
myelitis was increased. Statistics have been confusing, 
and it has been impossible to reconcile the contradic- 
tory conclusions of equally reliable investigators. 


V 
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Certain authors studying hospital admissions have 
claimed that there is greater susceptibility to poliomye- 
litis persisting indefinitely after tonsil removal. Statis- 
tics are difficult to assess in acute poliomyelitis, since 
probably only about one case in 100 is diagnosed as 
such and only the patients with more severe cases are 
admitted to hospitals. Of these, the patients known to 
have the greater liability to the severe form probably 
constitute an abnormal proportion of hospital cases. In 
some of the studies cited, apparently no study was 
made of the proportion of the general population 
whose tonsils had been removed. 

Wilson® doubted that the conclusion is valid that 
tonsillectomy increases the incidence of poliomyelitis, 
except for the short period after operation. He believed 
that the danger of contracting poliomyelitis is hardly 
to be considered in relation to the importance of re- 
moving tonsils when there is a proper indication. 
Miller,” after a very careful study of statistics in Los 
Angeles County, could find no statistical evidence of 
the over-all increase of poliomyelitis after tonsillec- 
tomy. Cunning* and his reporters found that, of 19,247 
cases of poliomyelitis, only 62 were preceded by tonsil 
operation during the previous two months; 162 cases 
were preceded by other surgical procedures. Siegel and 
his co-workers,” in perhaps the best controlled study, 
reported no significant increase in poliomyelitis after 
one month in postoperative cases over nonoperated 
cases during a one-year period. Seydell'® found in the 
epidemic of 1916 that 200 out of 203 patients at Cook 
County Hospital with poliomyelitis still had their ton- 
sils. He seemed justified, by the statistics, in believing 
that the presence of the tonsils actually strongly pre- 
disposed to the disease. 

On the other hand, Top,'' Lucchesi and LaBoc- 
cetta,'* and Anderson and Rondeau '’ conclude that 
after tonsillectomy the likelihood of bulbar and bulbo- 
spinal poliomyelitis is greatly increased. The latter au- 
thors believed that this liability is increased by four to 
one in patients who have had their tonsils removed 
over those who still have these organs. This work has 
apparently been carefully done, and only minor criti- 
cisms can be made. For instance, they state that “the 
greater frequency with which tonsil operations are per- 
formed today may be a factor in the greater proportion 
of bulbar cases.” No evidence is given for this state- 
ment, and I have shown that since 1935 less than one- 
half as many tonsil operations have been done in the 
Evanston area. Data of Anderson were collected by 
public health nurses some time after the attack, In oc- 
currence of tonsillitis any attack was apparently held 
of equal importance to severe and frequent attacks. 
Although data were collected for preceding appendi- 
citis and other operations, no figures on these were 
given and they might be significant, as Cunning found. 
On the whole the general conclusions seem valid for 
the population examined, but they do not seem to 
definitely prove that absence of tonsils per se was the 
significant factor. 

After examining several theories to explain their 
statistics, Anderson and Rondeau postulate that “re- 
moval of tonsils may have facilitated throat invasion 
through removal of some natural barrier.” Obviously 
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this report is in direct conflict with some already cited. 
Also it seems to me that their conclusion is no sounder 
than it would be to say that these patients may have 
been predisposed to poliomyelitis by the same suscep- 
tibility to infection that made them candidates for 
tonsillectomy. 

It is also hard to understand a late influence of ton- 
sillectomy in poliomyelitis in the light of current belief 
as to its pathogenesis. The work of Bodian,'* Horst- 
mann and Paul’* and others indicated that usual'y 
primary invasion is through the intestinal tract, pro- 
ducing first a viremia, with later invasion of the central 
nervous system. 

These studies do not seem convincing. If the Salk 
vaccine lives up to its hopeful promise, this whole part 
of the discussion may prove to be of only academic 
interest. At any rate the removal under proper condi- 
tions of diseased tonsils should prove to continue to be 
one of the gratifying procedures of medicine. 


Conclusions 


In spite of newer agents, infection of the tonsils and 
adenoids remains a very important factor in health 
and disease. When properly done under the right in- 
dications, surgical removal of these organs is one of the 
most gratifying procedures in medicine. Its benefits 
greatly outweigh any possible dangers, including a 
theoretically increased susceptibility to bulbar polio- 
myelitis. 
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OF TONSILS AND ADENOIDS 


RELATIVE TO CONDUCTION DEAFNESS 


Shirley H. Baron, M.D., San Francisco 


The choice of treatment for adenoids and _ tonsils 
deserves very careful scrutiny when the problem at 
hand is conduction deafness, especially in children. 
Adenoids and _ tonsils, particularly adenoids, play a 
major role in the development of the diseases, such as 
suppurative otitis media, serous or secretory otitis 
media, and eustachian tube obstruction, that cause 
this tvpe of deafness. 

Since the development of the antimicrobial drugs, 
severe, destructive, suppurative otitis media has sel- 
dom been much of a problem, but the serous or secre- 
tory otitis media seems to be much more prevalent. 
Contributing to this increase may be the inadequate 
treatment of the acute attacks of otitis media when 
the antimicrobial drugs are used, and the side-step- 
ping of the necessary adenotonsillectomy because of 
the ability to control the acute ear episodes with the 
drugs at hand. Often this results in a painless inflam- 
mation and accumulation of fluid in the middle ear, 
resulting in transient hearing impairment or slowly pro- 
gressive deatness that may become permanent if not 
recognized soon enough. The deafness in most such 
cases is reversible if treated early. Unfortunately, we 
have seen too many children who have been accused 
of not paying attention or of being stupid, when in 
reality they have had conduction deatness from ac- 
cumulations of fluid in the middle ear or tubal obstruc- 
tion. 

Examination of the child who comes in with a his- 
tory of recurrent attacks of earache, an intermittent or 
constant running ear, or progressive deafness without 
other ear symptoms invariably will reveal diseased 
adenoids or tonsils usually enlarged, or evidence of a 
previous adenotonsillectomy with recurrent masses of 
lymphoid tissue in the nasopharynx that may or may 
not have had prior irradiation. Restoring tubal patency 
by elimination of these lymphoid masses will often 
improve or cure the deafness and the running ear. 

What should the treatment of these primary or sec- 
ondary lymphoid masses be? 1. Surgical removal? 2. 
Surgery plus irradiation tor the primary cases? 3. Sur- 
gery plus irradiation for the secondary cases? 4. Irra- 
diation only for the secondary cases? 5, Reirradiation? 
6. Primary irradiation instead of surgery? 


From the Department of Surgery, Division of Otolaryngology, 
of the Stanford University Medical School, and the Department 
of Otolaryngology, Mount Zion Hospital. 

Read in the Symposium on a Tonsil and Adenoid Problem 
before the Section on Laryngology, Otology and Rhinology at 
the 105th Annual Meeting of the American Medical Associa- 
tion, Chicago, June 13, 1956. 


* Tonsils, and adenoids particularly, play a major 
role in the development of diseases that eventually 
cause conduct’on deafness. Transient hearing impair- 
ment. while reversible if treated early, may be due to 
painless inflammation and accumulation of fluid in 
the middle ear, which in turn may result from inade- 
quate treatment of acute ofitis media. The common 
etiology for this deafness is diseased adenoids and 
tonsils, usually enlarged, and recurrent masses of 
lymphoid tissue in the nasopharynx. Irradiation for 
conduction deafness has been disappointing, simulat- 
ing an incomplete adenoidectomy. The most effective 
treatment is meticulous surgery. 


It is my opinion, based on many years’ experience 
with the various treatment trends, that (1) meticulous 
surgical removal of the adenoids and tonsils has no 
therapeutic equal and (2) irradiation has some value, 
but its beneficial effect on nasopharyngeal lymphoid 
tissue has been overrated. If used, it should be supple- 
mental only; it has little place in the primary treat- 
ment of adenoids and tonsils. 

There is considerable difference of opinion as to 
the modus operandi of irradiation. Crowe,' who with 
Burnham, introduced and popularized the use of the 
radon nasopharyngeal applicator, thought that the 
beneficial effect was from the shrinkage of the lymph- 
oid tissue and reestablishment of the lumen and the 
function of the eustachian tube. Bordley * felt that 
irradiation of the nasopharynx is not as effective in the 
presence of large central masses of adenoid tissue and 
should be used only as a supplement to surgery when 
indicated. He stated that any results accomplished by 
ray therapy except the shrinkage of lymphoid tissue 
are purely secondary to the reduction of this tissue. 
Schenck,’ on the other hand, expressed the opinion 
that a more important effect may be the opening up ot 
occluded lymph channels. 

Boies* observed that, in children, lymphoid follicles 
in Rosenmiiller’s fossa do not disappear completely 
after irradiation with as many as three exposures. He 
reported a favorable effect with the use of a radon ap- 
plicator in a number of patients with a generalized 
depression of the hearing threshold through the speech 
frequencies and the high notes. All patients had had 
tonsils and adenoids removed, with a variable amount 
of recurrent lymphoid tissue. However, he did surgi- 
cally remove the secondary masses of good size before 
irradiation. He noted also that patients with hearing 
loss for frequencies higher than 2,048 were not im- 
proved after irradiation. 
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Day’ expressed disappointment and disillusion by 
his experiences with the use of irradiation in conduc- 
tion deafness. He could detect little gross change in 
the lymphoid tissue after irradiation. In less than 5% 
of his cases did the irradiation appear to have any 
permanent effect on the patency of the eustachian 
tubes or ventilation of the middle ears. A few patients 
with obviously inflamed and infective lymphoid tissue 
were definitely helped. Davis, according to Galloway,” 
found on the examination of tonsils after irradiation 
that there was little evidence of permanent alteration. 

In my experience, irradiation for conduction deaf- 
ness has been disappointing. Postirradiation examina- 
tion of the nasopharynx with the nasopharyngoscope 
has shown no appreciable change in the size of the 
lymphoid masses, or even lymphoid follicles. The 
favorable effect upon the ears in most cases, if it 
occurred at all, was only temporary, about the same 
as an incomplete adenoidectomy. Illustrative of this is 
the following case report. 


A boy, aged 73, was first seen on Nov. 18, 1954, because of 
progressive deafness of at least a year’s duration. Trouble with 
his ears had started in infancy, within two weeks after birth, 
with recurrent attacks of suppurative otitis media. X-ray ther- 
apy to his nasopharynx was administered when he was one 
year old. This abated the attacks for only six months. A second 
course of x-ray therapy was given when he was aged 2. This, 
likewise, helped for only six months, when the episodes of ear 
suppuration recurred. When he was aged 3%, an adenotonsil- 
lectomy was performed. This helped for only seven months. 
The repeated ear infections continued but lessened in fre- 
quency as he grew older. When he was 6 years of age, begin- 
ning hearing impairment was noted. 

Examination revealed thickened, gray, retracted tympanic 
membranes and a severe conduction deafness, with an average 
decibel loss for the conversational range of approximately 35 
for each ear (fig. 1, top). The nose showed a typical picture 
of a vasomotor rhinitis of the allergic type. In the nasopharynx, 
which was examined with a nasopharyngoscope, there was 
abundant adenoid tissue in the vault, the fossae of Rosenmiiller, 
on the tori, and on the salpingopharyngeal folds. Lymphoid 
follicles were present in each tonsil fossa. 

Thorough surgical removal of the lymphoid tissue described 
was done under direct vision on Dec. 3, 1954. At the same 
time, bilateral myringotomies were done and in each ear was 
found very thick, gray, stringy gelatinous substance, which was 
so adherent to the middle ear that its aspiration was difficult. 

There was an immediate hearing improvement to about the 
15-db. level after surgery. Repeat audiograms were done at 
monthly intervals, and by June 17, 1955, the hearing returned 
to a normal level. The last audiogram, on Jan. 19, 1956 (fig. 1, 
bottom), shows the left ear at a normal level, with the right 
ear at a nearly normal level. 


Comment 


The story of this case is characteristic of many pa- 
tients I have seen. The individual is invariably one 
with a vasomotor instability, on the basis, usually, of 
allergy, but sometimes from endocrine dysfunction. 
The deafness often is associated with secretions in the 
middle ear that must be removed by myringotomy and 
aspiration for the best result. Irradiation seems to have 
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only a transient beneficial effect upon the masses of 
lymphoid tissue, and an incomplete adenoidectomy is 
not much better. It is true that, even with the most 
efficient surgical technique, regeneration of lymphoid 
tissue in an allergic individual will occur. In patients 
with hearing problems, if the recurrent masses are 
large, they should be removed surgically; if small, 
irradiation may be used. 

It is to be noted that, in this case, repeat audiograms 
were done monthly after surgery. This is important, 
because it may be the only method by which reac- 
cumulation of fluid in the middle ear may be detected. 
Recurrent fluid should be removed, and supplement- 
ary irradiation may be considered. Unfortunately, in 
the difficult cases in my series, where there has been 
continued reaccumulation of fluid in the middle ear, 
supplementary irradiation has not been helpful. On 
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Fig. 1.—Top, preoperative audiogram of 74-year-old boy with 
allergy; nasopharyngeal irradiation at 1 and 2 years of age; 
adenotonsillectomy at 3% years; deafness for over a year. Bot- 
tom, postoperative audiogram; secondary adenotonsillectomy 
and bilateral myringotomy; gummy, tenacious secretion in both 
middle ears. 


the other hand, in some instances where irradiation 
had failed, subsequent surgical removal of small 
lymphoid masses produced improvement. In all cases 
in this group, concomitant therapy for the allergic or 
endocrine dysfunction must be given. 

The primary use of irradiation in therapy for the 
tonsils and adenoids has very little in its favor. Gallo- 
way” has suggested that this may be preferable in 
infants and in cases where the general condition is 
poor or when there is a bleeding tendency. His sug- 
gestions seem reasonable, excepting the use of irradia- 
tion for infants. In the doses used, irradiation has little 
favorable effect on masses of tonsil and adenoid tissue, 
and, in the light of Clark's’ recent report of cancer of 
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the thyroid in children who had had irradiation to the 
head and neck, or to the neck and chest, for various rea- 
sons when they were from 2 months to 6 vears of age, it 
may not be without hazard. (A more recent personal 
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Fig. 2.—Preoperative and postoperative audiograms of 74- 
vear-old girl. The surgery, a secondary adenotonsillectomy, was 
supplemented with x-ray irradiation. This was one of a series 
whose good results were thought, at the time, to be due to 
the combination of surgery and _ irradiation, but subsequent 
control series (fig. 3, 4, and 5) suggested that adequate surgery 
was responsible for the improvement. 
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Fig. 3.—Top, preoperative and postoperative audiograms of 
9-year-old boy with allergy; hearing loss for more than three 
months; secondary adenotonsillectomy; no irradiation. Bottom, 
preoperative and postoperative audiograms of 10-year-old girl 
with allergy; secondary adenotonsillectomy, bilateral myringo- 
tomy; tenacious, gummy secretion in both middle ears; irradi- 
ation, three months previously. 


communication from Galloway would nullify the above 
suggestion: “This [Clark’s report and other considera- 
tions] would now keep me from recommending irradi- 
ation for tonsil infection in children of any age.”) 


J.A.M.A., February 16, 1957 


If the rationale of those who advocate primary 
irradiation is to preserve the protective function of the 
tonsils and adenoids, it should be mentioned that 
irradiation may produce acute involution of lymphoid 
tissue, resulting in the release of infectious and dele- 
terious agents from imprisonment in the lymphoid 
tissue.’ If they are concerned with the possible hazard 
of surgery, it should be pointed out that, with a metic- 
ulous surgeon and a capable anesthesiologist, the 
hazard is infinitesimal and considerably overshadowed 
by the rewarding results. 

Some years ago it became apparent to me that sup- 
plemental irradiation therapy was not as helpful as it 
was alleged to be and that the void in my therapy was 
the method of adenoidectomy that had been taught 
me. This deficiency | corrected with a technique that 
made it possible to thoroughly remove all masses of 
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Fig. 4.—Preoperative and postoperative audiograms of 9- 
year-old boy with allergy; hearing loss for “some time”; sec- 
ondary adenotonsillectomy; no irradiation. 


nasopharyngeal lymphoid tissue. This is not a method 
for the “in-and-outer” for it is time-consuming, but it is 
very effective. Meticulous surgery surpasses anythin~ 
that irradiation can accomplish in both primary and 
secondary Cases. 

Should this type of surgery be supplemented rou- 
tinely with irradiation in the conduction-deafened 
patient? For a short period in my career this routine 
was used, as the results were impressive (fig. 2). How- 
ever, supplementary irradiation was discontinued 
when it was learned, after some control studies were 
run, that equally good results were obtained with ade- 
quate surgery alone (figs. 3, 4, and 5). It became ap- 
parent that irradiation had been given the credit that 
the surgery deserved. 

The choice as to type of irradiation, roentgen ray, 
radon, or radium applicator, has not been discussed 
because it is not within the scope of this presentation. 


1 
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The proponents’ of the radon or radium applicator 
say that it is effective and harmless and that x-ray 
irradiation may be hazardous. The advocates * of x-ray 
therapy claim that x-ray irradiation is very effective, 
with a more homogeneous dosage and without danger, 
and point out that the radium applicator gives a dosage 
of irradiation heavier than that given for any other 
nonmalignant condition.” In the extremely few cases 
in which I recommend irradiation, the therapy given 
is x-ray irradiation by a roentgenologist. 


Summary and Conclusions 


Middle ear involvement causing conduction deat- 
ness, especially in children, in a high percentage of 
cases can be attributed to tubal obstruction due to 
lymphoid hyperplasia often associated with allergy. 
This deafness is reversible if treatment is adequate 
and not too late. 
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Fig. 5.—Preoperative and postoperative audiograms of 54- 
year-old girl; hearing loss 8 to 12 months; primary adenoton- 
sillectomy and bilateral myringotomy; yellow, syrupy fluid in 
both middle ears; no irradiation. 


Treatment should be focused on the tonsils as well 
as on the adenoids, for, as Lindsay '® aptly stated, 
tubal obstruction is usually associated with other diff- 
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culties, such as obstruction to nasal breathing and fre- 
quent throat infections. The most effective treatment 
for adenoids and tonsils, primary or secondary, is me- 
ticulous surgery, which has no therapeutic equal. 

Irradiation has been overrated in its ability to shrink 
lymphoid tissue with the dosage considered to be 
within the range of safety. It may be of some value in 
an occasional case where thorough surgery has failed 
in its goal. If irradiation is limited to these patients, 
the number requiring this therapy will be small. 
Irradiation is not and should not be used as a substi- 
tute for good surgery, or as an escape for inadequate 
surgery. 


516 Sutter St. (2). 
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Treatment of Vitiligo.—Since the thirteenth century the Arabs have used a powder made from 
the fruit of the plant Ammi majus Linn. for the treatment of vitiligo. The powder was ingested 
and the depigmented patches exposed to sunshine until inflammation and vesiculation oc- 
curred. After the acute reaction subsided repigmentation followed. Side effects of this crude 
preparation included headache, nausea, gastric burning, abdominal pain, vomiting, diarrhea, 
nephritis, hepatitis with cirrhosis, coma and extoliative dermatitis. Fahmy and Abu-Shadyl 
isolated three psoralen derivatives: 8-methoxypsoralen, 5-methoxypsoralen and 8-isoamylene- 
oxypsoralen from Ammi majus Linn. fruit. These compounds have been used orally and lo- 
cally, separately and in various combinations in the treatment of vitiligo since 1947 by various 
investigators with encouraging results, although there have been differences in the reported 
effectiveness. No significant toxic reaction has been reported following doses which were effec- 
tive therapeutically.—J. A. Elliott Jr., M.D., The Treatment of Vitiligo with 8-Methoxypsoralen, 


Southern Medical Journal, July, 1956. 


526 


J.A.M.A., February 16, 1957 


COMPARISON OF SURGICAL REMOVAL OF TONSILS 


AND ADENOIDS WITH 


X-RAY TREATMENT 


Jack A. Weiss, M.D., Chicago 


My segment of the symposium on “A Tonsil and 
Adenoid Problem’—the comparison of surgical re- 
moval with x-ray treatment—is, to a degree, repetitious, 
but I trust it will lend emphasis to the articles by 
Galloway (page 519) and Baron (page 522). 

It seems reasonable to agree that irradiation of these 
structures has its limitations, both as to the indications 
for its use and as to the benefits to be expected. Its 
best application is in cases where surgery is either 
contraindicated, refused, or preferably deferred, as in 
infants, and in the treatment of lymphoid remnants in 
and around the eustachian tubal orifice. 

The greatest value of irradiation is reflected in alle- 
viation of symptoms of obstruction to nasal breathing, 
to swallowing, and to the eustachian tube. Even here 
the improvement may be partial in degree, and not 
always permanent in duration, as the growth potential 
of lymphoid tissue in the young child often results in 
a resumption of the hypertrophic state in a few years. 
The claim that obstructive symptoms are permanently 
alleviated—and operation thus avoided—is open to 
critical evaluation on other grounds, namely, the re- 
tention of infection and the possible occurrence of 
long-range sequellae. 


Objective Criteria 


While clinical evaluation of the results of irradiation 
is of some merit in determining the efficacy of this 
method, I should like to present two points that might 
be considered objective criteria. 

Infectiousness of Tonsils.—The bactericidal effect of 
irradiation on tonsils is certainly minimal. Bacterial 
studies of irradiated tonsils after excision reveal a high 
content of pathogenic organisms. Furthermore, Rhoads 
and Dick * have shown a greater concentration of or- 
ganisms per unit of weight in tonsillar stumps than in 
whole tonsils. Therefore, we may logically conclude 
that tonsils shrunken by irradiation still retain their 
potential for local, contiguous, and systemic infection. 

Histopathology of Irradiated Tonsils.—Reports by 
Schenck’ and by Nuzum * show few significant changes 
in histopathology after irradiation of tonsils. To this 
evidence I might add my own unpublished data: In 
this study the adenoid and one tonsil were removed 
in a small group of children. (This was done with the 
full knowledge and consent of the parents.) The 
remaining tonsil was then irradiated by the standard 
technique. One year later it was removed. In compari- 
son with the nonirradiated tonsil, the microscopic 
changes in the treated one were minor and those to 
be expected with moderate radiation dosage. There 
were no alterations that conceivably could have been 
correlated with a decrease in infectiousness. Physi- 
cians have a major concern with the deleterious activ- 
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* Tonsils removed unilaterally in a number of chil- 
dren were compared with contralateral tonsils re- 
moved from the same children one year after treat- 
ment with roentgen rays. There was no evidence that 
irrad‘ation had decreased the infectiousness of the 
tonsil. Irradiation has at times alleviated obstructions 
to nasal breathing, pharynx, and eustachian tube, 
but often the improvement has been only partial or 
temporary. Surgical removal of tonsils and adenoids 
has definite indications. Indiscriminate, routine tonsil- 
lectomy is quite properly a thing of the past, but, 
when the indications and cortraindications are duly 
observed, excision has positive and permanent 
benefits. 


ities of tonsils and adenoids as (1) areas of local 
infection; (2) sources of inflammation or obstruction 
of adjacent structures; and (3) causes of remote com- 
plications: by systemic extension of bacteria, their 
toxins, or allergenic products. Although in recent ye irs 
the concept of focal infection has narrowed consider- 
ably in scope, its fundamental principle is still valid, 
and a causal relationship has been well substantiated 
in certain conditions, including rheumatic fever, 
carditis, infectious arthritis, iritis, some nephritides, 
and, to a lesser extent, in other diseases. In such occur- 
rences, when the tonsils can reasonably be incrimi- 
nated, their removal definitely is indicated. 

Various defensive attributes are ascribed to the ton- 
sils, such as phagocyte production, autoimmunization, 
and the interposing of a barrier to infection. However, 
it is strongly presumptive that these functions are 
greatly diminished, or even totally lost, after repeated 
infections, so that disease prevails over protection. 

When definite indications exist for the treatment 
of the tonsils and adenoids and contraindications are 
absent, excision should be done, as it accomplishes 
positive and permanent benefits not inherent in irra- 
diation. These conditions prevail in the great majority 
of cases. Indiscriminate, routine tonsil removal be- 
longs to a long-past era—and properly so. It has been 
largely replaced by a rational conservatism. 

In conclusion, I believe that it is justifiable to state 
that, in the considered opinion of conscientious and 
competent physicians, there exists for adenotonsil- 
lectomy an established group of judiciously evaluated 
indications for which the operation should be per- 
formed in the best interest of the patient's welfare. 

111 N. Wabash Ave. 
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DIFFERENTIAL DIAGNOSIS, PATHOLOGY, AND TREATMENT OF 
SUBSTERNAL GOITER 


Gustaf E. Lindskog, M.D. 


and 


Ira S. Goldenberg, M.D., New Haven, Conn. 


Tumefactions of the thyroid gland are usually con- 
fined to the cervical region. In a small proportion of 
cases, estimated at about 10%,’ the enlargement is 
principally downward, with extension through the 
superior portion of the thoracic strait into the medias- 
tinum, producing the so-called substernal goiter (fig. 
1). Ordinarily, some enlargement of the thyroid gland 
is still visible or palpable in the neck, but not invari- 
ably. The entrapment of the enlarging goiter in the 
mediastinum is usually a subtle, gradual occurrence, 
but in rare instances there may be an abrupt and 
permanent disappearance of a long-standing cervical 
mass, the event being accurately dated by the patient. 

Portions of thyroid tissue may occasionally be lo- 
cated in more remote parts of the mediastinum, quite 
separate from the cervical gland or connected only by 
a thin pedicle of vascular and connective tissue, which 
descends from the thyroid arteries. That such medias- 
tinal aberrations can arise on embryologic rather 
than mechanical grounds is suggested by the normal 
anterior mediastinal position of the thymus (a deriva- 
tive of the third branchial pouch) and the occasional 
presence of normal or adenomatous parathyroid glands 
in the same area. Sometimes a substernal extension of 
a thyroid adenoma from the lower pole of one thyroid 
lobe may be associated with an unattached second 
thyroid mass on the opposite side of the superior por- 
tion of the mediastinum. 


Differential Diagnosis 


A number of neoplastic and non-neoplastic disease 
entities are of concern in the differential diagnosis of 
substernal goiter. A most important one is aneurysm 
of the aortic arch or innominate artery (fig. 2A). Such 
an aneurysm commonly produces cough, dyspnea, 
hoarseness, and dysphagia, as do large substernal 
goiters. However, pain is a rare symptom with goiter 
and a common one with aneurysm. Since a large frac- 
tion of intrathoracic aneurysms are syphilitic in origin, 
a serologic report or a history of specific treatment of 
the patient is important. An aneurysmal sac containing 
a laminated clot may not show pulsations when ob- 
served fluoroscopically; conversely, a very vascular 
goiter may pulsate.’ In contrast with aneurysms, sub- 
sternal goiters usually exhibit a well-defined motion on 
deglutition or deep breathing. Angiography may con- 
tribute to a definitive diagnosis. 

Benign tumors of the superior region of the medias- 
tinum large enough to be confused with substernal 
goiter are usually bronchoesophageal reduplication 
cysts, teratomas, or thymomas. The former are inti- 
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¢ A goiter was defined as substernal or mediastinal 
for the purposes of this study if its lower border was 
found radiologically to reach the level of the trans- 
verse processes of the fourth thoracic vertebra or 
lower. Thirty-one patients with such goiters were op- 
erated on in a 10-year period. Fourteen were 
asymptomatic, and the diagnosis was made radio- 
logically. The entrapment of the enlarging goiter is 
usually a gradual process, and there is danger of 
tracheal obstruction and other symptoms of mediasti- 
nal pressure as well as the slight possibility of malig- 
nancy. Carcinoma was found only once; in all 
other cases the mass was benign. The final patho- 
logical diagnoses were fetal adenoma, 14; colloid 
adenomatous goiter, 11; microfollicular adenoma 
with focal hyperplasia, 6; and carcinoma, one. The 
initial incision was the standard collar-type in all in- 
stances and proved adequate in 28; further incision 
through the upper part of the sternum was necessary 
in 2, and supplementary posterolateral thoracotomy 
on the left was necessary in one. The ages of the 
patients ranged from 28 to 78 years, and the only 
postoperative death was that of a woman aged 74. 


mately attached to the trachea or esophagus and tend 
to move with deglutition. When viewed laterally they 
are in the middle region of the mediastinum. Tera- 
tomas and thymomas are usually in the anterior and 
superior regions; they are not in continuity with cervi- 
cal soft-tissue shadows and tend to be rounded off 
at or below the superior thoracic strait. Teratomas and 
thymomas do not commonly produce displacement and 
narrowing of the upper trachea, but they may show 
some calcifications, thus simulating calcifying sub- 
sternal goiter. 

The common malignant tumor of the upper portion 
of the mediastinum is lymphoblastoma (fig. 2B). The 
victims are likely to be somewhat younger than the 
patients with substernal goiter. The mass is ordinarily 
lobular, since it involves multiple nodes, and peripheral 
lymph nodes may be palpably enlarged. There may be 
intermittent fever and splenomegaly or hepatomegaly; 
occasionally a pleural effusion develops. 
A large neurofibroma (fig. 2C) or ganglioneuroma 
may grow from the paravertebral region toward the 
superior thoracic strait. These tumors can be differenti- 
ated from substernal goiter by their posterior position 
and the occasional presence of an enlarged interverte- 
bral foramen. Irregular calcific densities can be seen at 
times in the neurogenic tumors, especially in gangli- 
oneuromas. 

Large pharyngoesophageal diverticulums sometimes 
become filled with secretions and food so that they 
cast an opaque shadow in the upper mediastinal re- 


> 


528 GOITER—LINDSKOG AND GOLDENBERG 


gion, particularly in the posteroanterior projection. The 
characteristic findings—the presence of fluid level, and 
the demonstration of the diverticulum by barium 
studies—should resolve the diagnostic problem. 


Clinical Material 
Since thyroid adenomas of substantial size may im- 
pinge upon the thoracic inlet in varving degrees, it 
is necessary to define the point beyond which one con- 
siders a goiter to be substernal or mediastinal in char- 


Fig. 1.—Retrotracheal goiter descending to the level of the 
sixth thoracic transverse process. It was successfully removed 
by the cervical approach. 


acter. Included in the present study are patients with 
lesions whose lower border has been demonstrated 
radiologically to reach the level of the fourth thoracic 
tranverse process or lower. Thirty-one patients with 
such goiters were operated on after admission to the 
thoracic surgical section of the Grace-New Haven 
Community Hospital during the years 1945-1955 in- 
clusive. Since one patient had successive bilateral 
operations several years apart, 32 operations are repre- 
sented. The patients ranged in age from 38 to 78 vears; 
13 were over 60 vears of age at the time of surgery. 
There were 17 women and 14 men. 

Symptoms.—Ot the 31 patients, 14, or 45%, were 
entirely asymptomatic, the lesion being discovered 
during the course of routine roentgenography. Ten 
patients, or 31%, complained of an unsightly mass in 
the neck; eight patients (26%) had dysphagia; six 
(19%) dyspnea; four (13%) cough; and three (10%) 
hoarseness. Symptoms suggestive of hyperthyroidism 
were noted in six, or 19%, but only two patients had 
received antithyroid drugs before their admission. It is 
of considerable interest that six, or 19%, of the patients 
had been subjected to previous thyroid surgery of some 
type by other surgeons. 

Physical Examination.—No palpable enlargement of 
the cervical thyroid gland could be detected in seven 
patients, or 23%. In 14 (45%) the enlarged thyroid 
gland could be traced by palpation into the superior 
thoracic strait. In only six (19%) could a widening 
of the mediastinum be demonstrated by percussion 
changes. Indirect laryngoscopy was, of course, per- 
formed in all instances. Varying degrees of dysfunction 
of the vocal cord were demonstrated in five patients, or 
16%, but only one had a complete paralysis of the cord. 
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Roentgenographic Examination.—While posteroante- 
rior and lateral films were obtained in every case, in 
only 25 cases were the roentgenograms available for 
our study. The substernal mass was anterior to the 
trachea in 18 or 69% of these. Lesions on the right and 
left sides were equally represented, with the trachea 
deviated away from the side of involvement and usu- 
ally somewhat narrowed at the point of impingement. 
The esophagus was displaced posterolaterally in 30% 
of those patients for whom a fluoroscopic examination 
after the administration of barium sulfate was avail- 
able. Some degree of calcification was evident in seven 
patients, or 22% of the total. The largest goiters ex- 
tended to the level of the seventh thoracic transverse 
process (six cases). In seven patients the lesion 
reached the level of the sixth transverse process, and 
in nine it reached the fifth. 

Laboratory Findiings.—Determinations of butyl alco- 
hol-extractable serum iodine levels were made for 24 
patients, of whom 21 had normal and 2 had elevated 
levels; one patient had a lower-than-normal level. 
Radioactive iodine was used diagnostically in one 
woman, who had high 24-hour uptake in the cervical 
thyroid area and some pickup over the mediastinal 
component. These findings helped in differential diag- 
nosis. 

Operative Procedure.—Aqueous iodine solution was 
administered orally for several days preoperatively in 
about one-third of the patients. It is our feeling that 
this is beneficial in reducing vascularity in glands. 
In eight operations (largely early in the series) the 
anesthetic was procaine hydrochloride, applied locally, 
with cervical plexus block; in four others this was 
supplemented with intravenously given thiopental 
sodium. The remaining 20 operations were performed 
with the patient under general anesthesia with endo- 
tracheal intubation. At present we consider this the 
safest and preferable routine. 


A B 
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Fig. 2.—Examples of mediastinal tumefactions that must be 
differentiated radiologically from substernal goiter. A, aneurysm 
of aortic arch and innominate artery; B, lymphoblastoma with 
early pleural effusion; and, C, neurofibroma of superior mediasti- 
num on the left. 


All 31 patients were subjected initially to a standard 
collar-type of cervical incision, which was found to be 
adequate in 28 patients. A wide dissection of the flaps 
of the skin and platysma is carried out. The anterior 
border of the sternocleidomastoid muscle is mobilized 
by incising the deep cervical fascia, and the pretracheal 
muscles are divided transversely after the side of sub- 
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sternal extension is verified. The upper thyroid pole is 
mobilized and its vessels ligated and divided. The 
lateral thyroid veins are divided and the posterolateral 
aspects of the cervical thyroid lobe freed before any 
attempt is made to mobilize the substernal component. 
The opposite thyroid lobe should be carefully in- 
spected for pathological changes and possible sub- 
sternal extension before the operation is concluded. 
In only two cases was it necessary deliberately to 
fragment the goiter to effect its removal, as recom- 
mended by Lahey.” 

Ordinarily the mediastinal pocket remaining after 
the enucleation of the substernal goiter rapidly de- 
creases in size. It is filled with sterile saline solution, 
and the closure of the wound is performed without 
drainage. In about one-fourth of our cases a slip drain 
was placed for 48 hours when the wound showed a 
tendency to ooze. 

In two cases, an incision through the median upper 
part of the sternum was combined with the cervical 
incision. In one of these the standard cervical incision 
was inadequate because the patient had extremely 
severe arthritis with kyphosis. In the second case, a 
previous attempt at substernal dissection had been 
made elsewhere, and many vascular adhesions were 
present. In the third case, the posterior position of a 
very large intrathoracic component led to postero- 
lateral thoracotomy on the left as a supplementary 
procedure immediately after the cervical stage of the 
operation. 

Pathology.—The size of the removed goiter exceeded 
4 cm. in all diameters in 27 of the 32 operations; many 
were much larger. The final pathological diagnoses 
were as follows: fetal adenoma, 14; colloid adenomatous 
goiter, 11; microfollicular adenoma with focal hyper- 
plasia, 6; and carcinoma, 1. 

Postoperative Complications.—Three_ patients re- 
quired needle aspiration of serosanguineous fluid from 
beneath the skin flaps; none of them had had their 
wounds drained. There were no clinical wound infec- 
tions. There was one case of postoperative pneumo- 
thorax in the elderly arthritic who was subjected to 
sternotomy. One patient developed thrombophlebitis. 
One patient, 74 vears of age, suffered a persistent 
hemorrhagic tendency during and after transcervical 
surgery. Despite two reexplorations of the wound and 
packing, she died of what appeared to be a coagulation 
deficiency, the nature of which was not demonstrated. 
This was the only death in 32 operations on 31 patients, 
a mortality rate of 3.2%. 


Comment 


Ordinarily, the detection of a substernal goiter does 
not require great diagnostic-acumen. A palpable en- 
largement of the cervical thyroid gland impinging 
upon the thoracic inlet, radiologic evidence of high 
tracheal displacement and narrowing, or a mediastinal 
tumefaction in continuity with a cervical soft-tissue 
shadow should suffice. When all other diagnostic possi- 
bilities are excluded and the diagnosis of substernal 
goiter still remains in doubt, a transcervical exploration 
of the thyroid gland is preferable to thoracotomy. It 
is worth emphasizing that 14, or 45%, of the patients 
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considered in this report were asymptomatic when the 
lesion was first recognized. This aspect of the disorder 
has been emphasized by others.’ 

The diagnosis of substernal goiter is in itself suffi- 
cient indication for surgical treatment, unless some 
compelling contraindication exists in the general con- 
dition of the patient. This attitude is based on the 
possibility that the size of the lesion might increase 
because of hemorrhage or cystic degeneration with 
tracheal obstruction and other symptoms of mediastinal 
pressure. In addition, there is a slight risk of malig- 
nancv. One case of adenocarcinoma in substernal 
adenoma is reported in the present series. 

There is an undesirable tendency among some sur- 
geons with facility in thoracic surgery to abandon the 
simpler cervical approach to substernal goiter. The 
case experience summarized here indicates that only 
10% of intrathoracic goiters require more surgical 
exposure than that provided by the cervical route. The 
majority of substernal goiters in the antetracheal and 
lateral positions can be handled well by the standard 
collar-type incision. The surgeon must be prepared to 
use an incision large enough to free the anterior border 
of the sternocleidomastoid muscle, to divide the pre- 
thvroid muscles on the side of the lesion, and to 
postpone mediastinal dissection until the blood supply 
of the gland has been controlled in the neck. 

An incision partially splitting the upper portion of 
the sternum is suggested as an adjunct to the cervical 
approach when (1) carcinoma is diagnosed or strongly 
suspected, (2) the mediastinal component is not in 
anatomic continuity with the cervical thyroid lobes, 
(3) previous thyroid surgery has produced dense and 
vascular adhesions around the substernal component, 
(4) kyphosis of the cervical spine curtails the anterior 
exposure, or (5) unexpected technical difficulties arise. 
In the rare case (1 of our 31 patients) in which a large 
posterior mediastinal component is identified and does 
not respond readily to gentle traction, the cervical 
vascular dissection should be completed and the medi- 
astinal component attacked by a posterolateral thora- 
cotomy on the side of the major presentation. 


Summary 


In a series of 31 patients with substernal goiter, 
one case of adenocarcinoma in adenoma was en- 
countered; the others were benign lesions. Fourteen 
patients, or 45%, were entirely asymptomatic. Two 
patients had thyrotoxicosis as determined by serum 
iodine levels. Twenty-eight patients were treated by 
the transcervical route. Two patients required a sup- 
plementary incision through the superior median part 
of the sternum. One very large posterior mediastinal 
lesion was removed by transpleural thoracotomy on 
the left after a preliminary cervical exploration and 
adenomectomy. There was one death in the group, a 
case mortality rate of 3.2%. 

333 Cedar St. (Dr. Lindskog ). 
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PERIODIC ROENTGEN EXAMINATION—DRUDGERY OR CHALLENGE? 


Leo G. Rigler, M.D., Minneapolis 


Is periodic roentgen examination a blind alley of 
diagnostic drudgery, or is it an open road to cancer 
curability? Is this procedure dull and unrewarding, 
or could it be stimulating and fruitful? Is this a chal- 
lenge of the future—the detection of disease in_ its 
asvmptomatic phase? 


Periodic Examinations and Mass Surveys 


The concept of periodic health examinations is of 
long standing, vet it has not been widely adopted by 
the public or the medical profession. The lack of 
enthusiasm for the procedure, in large part, resulted 
from the unreliability of the usual physical examina- 
tion and laboratory methods in the diagnosis of disease 
when it is still amenable to therapy. But with the 
demonstration that roentgen examination is an ex- 
tremely accurate method for the detection of many 
disease processes even when the lesions produced are 
still small in size, a new interest in this procedure has 
been aroused. The relative increase in the frequency 
of chronic disease, especially tumors, has emphasized 
the importance of x-ray examination for early detec- 
tion. Furthermore, the striking rise in our standard of 
living has brought to the fore a desire on the part of 
the public to obtain such examinations, which 20 or 
30 vears ago they might have considered practically a 
luxury. Certainly, if our economic well-being is main- 
tained, people will be willing to pay for the detection 
of disease in its incipiency rather than in the well- 
developed states in which it is now so commonly seen. 

Some attempt at the roentgen examination of ap- 
parently healthy individuals has been undertaken dur- 
ing the past decade, largely in the form of mass 
x-ray surveys of the chest and, on a limited basis, of 
the gastrointestinal tract. It is significant that these 
have not had universal acclaim on the part of the 
medical profession; in tact, they have been severely 
criticized by some. The productivity of the examina- 
tions has been considered small in proportion to the 
expenditures of time, money, and personnel, and the 
therapeutic results have appeared to be minimal. But 
let me emphasize the fact that such surveys have not 
been periodic roentgen examinations of apparently 
healthy people but, rather, mass examinations on one 
occasion of large, usually heterogeneous populations 
in which certain disease processes were found and 
managed to a greater or lesser degree. Furthermore, 
they have usually been conducted with particular at- 
tention to economy and speed and often have been at- 
tended by great difficulties in follow-up. Such mass 
surveys, therefore, are hardly a criterion of what could 
accomplished by periodic roentgen examinations. It 
is true that something has been accomplished in the 
field of tuberculosis; to a minor degree, results have 
been achieved in cancer of the lung. Largely, however, 
they have been educational in their effect. What we 


From the Department of Radiology, University of Minnesota. 

Chairman’s address, read before the Section on Radiology at 
the 105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 


* The detection of cancer before the onset of symp- 
toms is the challenge of the future for x-ray diag- 
nosis. It is not the mass survey technique as much as 
the periodic x-ray examination (at least annually) 
directed by the patient’s own physician for which the 
medical profession must prepare itself. Doctors, not 
time, should make the diagnosis of cancer of the 
lungs, stomach, and colon. Periodic x-ray examina- 
tion, be it of the chest, or of some other accessible 
part of the body, is the best road we now have to 
cancer curability, but the rewards are equally de- 
pendent on the proper attitude of the physician. 


must look to in the future is periodic roentgen exam- 
ination of patients who come to their own physicians 
or to a clinic for a complete examination, which 
should include certain roentgen studies. It is reason- 
able to predict that such examinations, made annually 
or even oftener, will come to represent a large part 
of future roentgen diagnostic practice. 


Attitudes of Physicians 


Are we psychologically prepared for such a devel- 
opment? Is there not presently a certain reluctance on 
the part of physicians generally, and of radiologists 
in particular, to examine apparently healthy individ- 
uals’? Do we treat the procedure as if it were an im- 
portant. challenging enterprise? On the contrary, it 
is often characterized as drudgery, to be pushed asi.‘e 
whenever possible; in fact, we find commonly that 
mass surveys and other routine examinations have 
been saddled upon the youngest members of the spe- 
cialty group. those least able to defend themselves. 
This is not surprising. because all our training and 
education has led us in a different direction, toward 
the finding of large, definitive processes. We accept 
the challenge of determining what is the nature of the 
process, of making a skillful differential diagnosis, and 
of deciding what should be done under the circum- 
stances. But the concept that one of the greatest chal- 
lenges is the determination of what constitutes the 
normal is seldom emphasized. Actually, for the 
roentgen diagnostician, nothing is more difficult or 
more important than the determination that the chest, 
the stomach, or the colon is normal. Yet this is done 
daily with such speed and lack of concern as to indi- 
cate how little we appreciate its significance. The 
practice of discarding negative roentgenograms while 
retaining those with positive findings is another illus- 
tration of this misconception. 

The routine roentgen examination of normal in- 
dividuals has been characterized as neither rewarding 
nor productive. Is it really productive to find a lot of 
cancers of the lung or the stomach or the colon that 
are incurable? Our only reward is that we can say 
to the patient: “Now we know why you are going to 
die.” What we commonly call productive is the ex- 
hibition of a large amount of pathology in any series 
of examinations. Would it not be far more rewarding 
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to find one minimal case of tuberculosis or one small 
operable cancer of the lung or of the stomach, even 
though one makes many hundreds of examinations 
to arrive at this goal? This is not merely semantics; 
we need to recast our ideas about what constitutes 
productivity. It may be costly to examine individuals 
in this way. But how could an individual spend his 
money better than in obtaining the reassurance that 
his health is normal, at least within the limits of what 
can be predicted on the basis of modern examination 
methods, or, if a lesion is discovered, that it is in an 
early stage of its progress? 


Value of Periodic Examinations 


There are, however, two pertinent questions that 
need to be answered if we are to advocate periodic 
roentgen examinations on a large scale. The first re- 
lates itself to the efficiency of the roentgen method 
for the detection of disease processes in their incipi- 
ency. It is obvious that there is no uniformity in this 
regard. There are, for example, chronic diseases of 
various organs, such as the pancreas and liver, in 
which roentgen study is of little significance. But 
within the limits of the presently accepted applica- 
tions of roentgen diagnosis, it is without doubt a 
superb method for the detection of small lesions. In 
the field of pulmonary tuberculosis this has already 
been abundantly demonstrated; in almost all cases of 
chronic tuberculosis the roentgen findings appear 
long before the patient has symptoms, and the 
presence of an abnormality can be determined during 
what is, in fact, the early stages of the disease process. 

[ would rather consider here the roentgen detection 
of tumors of the lungs, the stomach, and the colon. 
For in these fields, too often the admonition that doc- 
tors, not time, should make the diagnosis of cancer 
needs to be reiterated. If we wait until a cancer is 
symptomatic we have allowed time to make the diag- 
nosis for us. True, the physician must make a differen- 
tial exclusion of other diseases that cancer simulates 
so effectively, but the real challenge before us is to 
find the cancer before it becomes so obvious that it 
manifests itself by symptoms. That this can best be 
done, in the case of such tumors, by means of roentgen 
examination, no one can doubt. 

It has already been demonstrated that a lesion of 
the lung no larger than 3 mm. can be detected. We 
have also found that carcinoma of the lung almost in- 
variably is manifested in the roentgenogram before the 
onset of symptoms. We have demonstrated, likewise, 
that roentgen findings precede symptoms in carcinoma 
of the stomach; although the fact is not yet well docu- 
mented, the same is probably true of carcinoma of 
the colon. 

There is no doubt that the roentgen detection of 
lesions less than 1 cm. in size presents a most difficult 
problem. Can it be that this is an unconscious reason 
for our efforts to avoid such examinations? It is clear 
that gross errors have attended both the mass surveys 
of the chest and the experimental studies with periodic 
roentgen examination of the stomach. With the rela- 
tively crude methods available to us at present, we 
must accept the fact that there will be more errors 
in the detection of l-cm. than in 10-cm. lesions, re- 
gardless of the skill of the examiner. 
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There is, however, a more correctable source of 
error, which I should like to call the psychology of 
the negative. It is particularly applicable to the radi- 
ologist doing a mass survey or a study on large num- 
bers of well people. As the examinations proceed and 
hundreds of roentgenograms pass before him, all 
without abnormality, there is created a negative- 
mindedness that often results in his failing to dis- 
cover the small lesion in the next case. Thus he fails 
to find the few pearls that inhabit this large mass of 
oysters. A considerable experience in this field has 
convinced me that this problem has no simple solu- 
tion. Some authors ' use a “phantom,” without knowl- 
edge of the film reader, so that an artificial shadow of 
small size appears from time to time in a roentgeno- 
gram, the exact one, of course, unknown to the exam- 
iner. As a result, the radiologist is stimulated constantly 
by the knowledge that he must find the artificial 
shadows as well as the infrequent real ones. We have 
attempted to use a somewhat similar device in the 
stomach by introducing within the barium meal, un- 
known to the examiner, a small capsule or other non- 
opaque objects that should be detectable when careful 
study is done. Certainly, we should see to it that no 
one individual examines only asymptomatic patients. 
A judicious mixture of the films of apparently well 
and of symptomatic patients will likewise tend to 
minimize the dulness of routine study. More impor- 
tant than such devices, I believe, is the impact of a 
new orientation, namely, the belief that one of the 
greatest challenges in medicine today is the discovery 
of asymptomatic cancer in the, apparently well person. 
Once this is clearly in mind, every examination pre- 
sents a serious problem and every small shadow must 
be studied until it is determined that it is normal, or 
a normal variation, to the complete satisfaction of 
the examiner. 

There is a second question to be answered. Hove 
any real accomplishments resulted from such ms; 
surveys? Many criticisms of the procedure as a mein; 
for the detection of carcinoma of the lung have bee» 
made, particularly by Garland,’ who has documented 
the disappointing results most effectively. Likewise. 
MacDonald and Kotin,’ as well as many others, hove 
expressed serious doubts as to the possibilities of im- 
proving the survival rate of persons with carcinom: 
of the stomach through the medium of periodic roent- 
gen examination of apparently healthy individuals. 
A quotation from their article will give some idea 
of the skepticism with which such proposals are met. 
They state: “The concept that the early diagnosis of 
carcinoma of the stomach may improve the end results 
is not only fallacious but is in fact the reverse of the 
truth.” Much of this skepticism arises from the con- 
ception that there is a biological predeterminism, so 
far as most tumors are concerned, that cannot be 
greatly influenced by early institution of therapy.* 
Black and his associates,’ for example, state that the 
survival of patients with carcinoma of the breast is 
determined in far greater degree by the variations in 
biology than by when therapy is started. MacDonald 
and Kotin* again state: “Mass methods for screening 
are futile due to the psychology of the public and 
the lack of personnel. Much more basic is the pre- 
determinism which is established at the inceptive 
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erally thought. Furthermore, they indicate that ab- 
sence of symptoms does not necessarily mean a recent 
origin, for we have seen tumors that could be followed 
in a series of roentgenograms over a period of as long 
as seven years, growing slowly, but without symptoms 
until the last year. Even as regards symptoms, the 
data of Overholt and Bougas '’ do not support this 
concept of rapid advance in the incurable case, for 
they report that the average time from initial mani- 
festation to diagnosis in the five-vear survivors was 
6.7 months, while in all others it was 11.2 months. The 
studies of Boucot and Sokoloff ** are indeed discourag- 
ing, but it should be noted that the number of asymp- 
tomatic cases seen by them is a small portion of the 
whole. Even so, in the asymptomatic group, the sur- 
vival rate was 20% as compared to 9% in the whole 
series. There seems little doubt that the curability of 
carcinoma of the lung is anywhere from two to six 
times as great in the patient without symptoms as in 
the patient with clinical cancer, a figure far more en- 
couraging than any that has hitherto been considered. 


Results in Carcinoma of Stomach and Colon 


For carcinoma of the stomach we now have dis- 
tinctive data that seem to contradict the pessimism 
expressed by MacDonald and Kotin® and indicate 
clearly that the size of the lesion is, in part at least, 
a criterion of curability. The data presented by Com- 
fort and his associates '” on 226 patients with resected 
carcinoma of the stomach with lesions 4 cm. or less 
in size is highly significant. In this group thev found 
a five-year survival rate of 44.7%, some 40% greater 
than in the patients with resections who had lesions 
of all sizes. Furthermore, when they selected lesions 
of 2 cm. or less in size, the five-vear survival rate was 
71%, an increase of 125%. In this series the mere size 
of the lesion seems to be a determining factor in the 
five-vear survival. Amberg and I '* have reported a 
series of 40 patients, only half of whom had no symp- 
toms, who on their original roentgen examination 
appeared to be normal but in whom the evidences of 
cancer were found at a later examination. This repre- 
sents a group that might be classified as having small, 
or difficult to detect, cancers of the stomach. As com- 
pared to a control group of patients with the usual 
symptoms and signs, operability and resectability in 
these patients were far greater. More significant, how- 
ever, was the fact that, in the special group selected on 
the basis of the development of their lesions while un- 
der x-ray observation, the incidence of normal lymph 
nodes was more than three times as great as in the 
ordinary patient. Since the presence or absence of 
lymph node involvement often determines the final 
outcome, it is evident that here again the size of a 
lesion and its stage of development prove to be ex- 
tremely important factors in curability. Similarly, in 
the University of Minnesota cancer detection center 
and outpatient clinic, 38 patients with cancer of the 
stomach were discovered as a result of routine x-ray 
examinations after it had been determined that the 
level of acid in the gastric secretion was low. Twenty- 
two of these patients were completely asymptomatic, 
11 had mild symptoms, and 5 had frank symptoms. 
Of the asymptomatic patients, only 6 had lymph node 
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involvement, while 16 did not. Of the patients with 
mild symptoms, eight had involved and three had nor- 
mal lymph nodes, while of those with frank symptoms, 
one was inoperable and the remaining all had 
involved lymph nodes. Further studies of these pa- 
tients indicate approximately a 38% five-year survival 
rate. This represents a striking improvement over the 
highest survival figure, 14%, for patients with symp- 
toms at the same clinic, and the contrast with the 
common figure of 2% to 6% is even more impressive. 

Similar results have been achieved in carcinoma of 
the colon and rectum. In the Cancer Detection Center 
series reported by Hitchcock and Sullivan,'’ 93% of 
the patients with asymptomatic carcinoma of the colon 
were living for an average period of four years after 
their surgery, whereas only 36% of those who had 
symptoms survived this period. In carcinoma of the 
rectum, the survival rate for the asymptomatic group 
was 78% as compared to 33% in the group with symp- 
toms. None of the above figures for carcinoma of the 
stomach, colon, or rectum represent five-year survivals, 
since the period elapsed from the beginning of the 
study is insufficient, but the comparisons are valid. 
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Hypothetical curves representing time relationships of diag- 
nostic procedures and life cycle of tumors of varying degrees of 
malignancy and speed of growth, from extremely malignant to 

nign. 


Tumor Detection and Tumor Curability 


Such data seem to indicate that, while biological 
predeterminism is no doubt a strong factor in the 
final outcome of patients with carcinoma of the stom- 
ach or of the colon, it is certainly not the only fac- 
tor and that a very considerable salvage might be 
accomplished if periodic examinations were done. I 
sometimes fear that biological predeterminism is a 
convenient screen behind which to hide our own 
inadequacies. It is far easier to salve one’s conscience 
over errors in diagnosis if one is convinced that the 
fate of the patient is predetermined. 

In the figure I have drawn some purely hypothetical 
curves to express my own impression of the time 
relationships between tumor detection and tumor cur- 
ability. None of the curves are based on truly factual 
data, but their general configuration corresponds to 
what we know of the life cycle of certain tumors. 
Curve I, for example, represents the type of malignant 
tumor that is either incurable from its inception or 
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stage of the tumor. Any combination of screening and 
early diagnosis or a reduction in the delay from the 
time of diagnosis to the time of treatment will result 
in only a fractional improvement.” 

There is no doubt that the degree of malignancy of 
most tumors is in part predetermined by certain bio- 
logical characteristics of the tumor or host. Within 
every group, therefore, there are tumors so malignant 
that death will result regardless of the speed or in- 
tensity of the therapeutic procedure. Likewise, there 
are some tumors so indolent that speed in the appli- 
cation of therapy is not essential. But there is also a 
third class within each group that is curable, providing 
therapy is applied within a certain period of time. It 
is this group, small or large, in which early detection 
is so vitally important, to which we must address 
ourselves. 


Results in Carcinoma of the Lung 


It must be admitted that the therapeutic results in 
many of the mass surveys of the chest have fallen 
far short of what was anticipated. First of all, gross 
errors have been made in the detection process itself. 
Garland’ has estimated that not more than one-half 
of the cancers of the lung present in the examined 
population have been found through this means. I 
agree that this is likely true, but I do not believe that 
this is inherent in the method but rather that it indi- 
cates a misuse of the method. The personnel is 
inadequate, rapidity of interpretation is far too great, 
and there is a lack of interest on the part of the exam- 
iners. The examination of 100 or even 200 chest films 
per hour is not an uncommon procedure; such work 
done hour after hour will inevitably lead to a failure 
to observe the smaller lesions, the very ones that are 
most likely to be curable. If we are going to do mass 
surveys, we should be able to afford much more de- 
tailed examinations with larger numbers of personnel 
so that such errors can be avoided to a greater degree. 

The most disappointing figures resulting from mass 
survey studies are the percentage of survivors among 
those in whom cancer was found. But here, too, the 
fact that a mass survey does not in any sense constitute 
a periodic examination must be considered. The 
screening of a large city population on one occasion 
may result in the discovery of a certain number of 
cases. But how many of these are really in an early 
stage of their development? In one mass screening, 
all the accumulated tumors that have been present 
for as many years as the tumor will last before produc- 
ing the death of the host may be discovered. There is 
good evidence to the effect that the duration of life 
of carcinoma of the lung from its inception, when 
not interfered with, is, on the average, at least three 
years and more likely four. It is obvious, therefore, 
that in such a screening, at least two-thirds and more 
likely three-fourths of the tumors found will be of 
more than one years duration. The prospects for any 
great therapeutic success, therefore, are not bright. 
However, if we were to reexamine the same popula- 
tion a year later (periodic examination), after the 
elimination of the group found during the first exam- 
ination, a different situation would appear. The num- 
ber of cancers would, of course, be much smaller, 
but a much higher percentage of those found would 
be in an earlier stage. 
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Another difficulty lies in the delay between the 
finding of the lesion and its definitive treatment. For 
instance, in Guiss’s ° review of the Los Angeles survey, 
he points out that only 40% of the tumor suspects 
had the diagnosis established within the first three 
months. Some of this delay is justified by the nature 
of the disease process; much of it is because of the 
inadequacy of the method of survey. The effect of 
delay may be disastrous. Davis, Peabody, and Katz’ 
have recently reported a series of cases of cancer of 
the lung in which the time lapse between discovery 
and definitive treatment was carefully recorded. When 
this time lapse was less than six months, the survival 
rate was 20%; when more than two years, it was 2%. 

Garland * determined from various reports that the 
over-all three-year survival rates in carcinoma of the 
lung found in surveys was about 11%, which represents 
an increase of only 5% over the results achieved in 
ordinary clinical cases. Lest we deprecate too much 
the saving of only 5, let me remind you that the Lord 
was willing to spare all of wicked Sodom for the sake 
of only 10. But some of the reports are more encourag- 
ing. Overholt, Bougas, and Woods* report a 30% 
three-year survival of patients in whom asymptomatic 
cancer of the lung was found on x-ray examination, 
as compared to 12% in their own clinical series. Even 
in this group, more than half the patients had devel- 
oped symptoms by the time they were referred for 
definitive surgery. The delay is of such an order that 
it is difficult to estimate what the therapeutic results 
might have been if prompt attention had been given 
to the x-ray findings. Sorensen,” of Copenhagen, re- 
ports 30 cases, all asymptomatic, collected from several 
sources, found by x-ray examination during a tuber- 
culosis case-finding program. In all cases the nodules 
were isolated. In 28 of the 30 resection was possible, 
but the final survival figures are not yet available. In 
connection with this, the most recent report of Over- 
holt and Bougas '’ is significant. They found a 34% 
five-year survival rate of patients with lesions localized 
to the lung. McBurney and co-workers '' recorded 27 
cases, asymptomatic, found on x-ray examination. In 
all cases operation and resection were possible, al- 
though in two patients the resections were considered 
palliative. Fifteen patients are still living from one to 
six years later. Davis and co-workers’ report a 22% 
survival rate for more than two years in patients with 
asymptomatic peripheral carcinoma of the lung as 
compared to 5% in those with symptomatic cases, a 
ratio of 4.5:1. 

Paulson '* presents a similar study of pulmonary 
nodules proved to be bronchogenic carcinoma. Of 15 
patients with symptoms, 6 survived a period of two 
or more years, while of 10 without symptoms, 7 sur- 
vived. The figures in each report are small, but the 
trend of all is exactly the same and indicates a striking 
contrast to the results reported in the patients seen 
under the usual conditions of practice. 

Much of the opinion concerning the highly malig- 
nant nature of carcinoma of the lung is based upon 
findings related to the short interval between the onset 
of symptoms and the death of the patient. A study *” 
of roentgen films, made, fortuitously, long before the 
onset of symptoms, indicates that such tumors are 
usually of much longer standing than has been gen- 
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erally thought. Furthermore, they indicate that ab- 
sence of symptoms does not necessarily mean a recent 
origin, for we have seen tumors that could be followed 
in a series of roentgenograms over a period of as long 
as seven years, growing slowly, but without symptoms 
until the last year. Even as regards symptoms, the 
data of Overholt and Bougas '® do not support this 
concept of rapid advance in the incurable case, for 
they report that the average time from initial mani- 
festation to diagnosis in the five-vear survivors was 
6.7 months, while in all others it was 11.2 months. The 
studies of Boucot and Sokoloff '* are indeed discourag- 
ing, but it should be noted that the number of asymp- 
tomatic cases seen by them is a small portion of the 
whole. Even so, in the asymptomatic group, the sur- 
vival rate was 20% as compared to 9% in the whole 
series. There seems little doubt that the curability of 
carcinoma of the lung is anywhere from two to six 
times as great in the patient without symptoms as in 
the patient with clinical cancer, a figure far more en- 
couraging than any that has hitherto been considered. 


Results in Carcinoma of Stomach and Colon 


For carcinoma of the stomach we now have dis- 
tinctive data that seem to contradict the pessimism 
expressed by MacDonald and Kotin® and _ indicate 
clearly that the size of the lesion is, in part at least, 
a criterion of curability. The data presented by Com- 
fort and his associates '” on 226 patients with resected 
carcinoma of the stomach with lesions 4 cm. or less 
in size is highly significant. In this group thev found 
a five-year survival rate of 44.7%, some 40% greater 
than in the patients with resections who had lesions 
of all sizes. Furthermore, when they selected lesions 
of 2 cm. or less in size, the five-vear survival rate was 
71%, an increase of 125%. In this series the mere size 
of the lesion seems to be a determining factor in the 
five-year survival. Amberg and I'* have reported a 
series of 40 patients, only half of whom had no symp- 
toms, who on their original roentgen examination 
appeared to be normal but in whom the evidences of 
cancer were found at a later examination. This repre- 
sents a group that might be classified as having small, 
or difficult to detect, cancers of the stomach. As com- 
pared to a control group of patients with the usual 
symptoms and signs, operability and resectability in 
these patients were far greater. More significant, how- 
ever, was the fact that, in the special group selected on 
the basis of the development of their lesions while un- 
der x-ray observation, the incidence of normal lymph 
nodes was more than three times as great as in the 
ordinary patient. Since the presence or absence of 
lymph node involvement often determines the final 
outcome, it is evident that here again the size of a 
lesion and its stage of development prove to be ex- 
tremely important factors in curability. Similarly, in 
the University of Minnesota cancer detection center 
and outpatient clinic, 38 patients with cancer of the 
stomach were discovered as a result of routine x-ray 
examinations after it had been determined that the 
level of acid in the gastric secretion was low. Twenty- 
two of these patients were completely asymptomatic, 
11 had mild symptoms, and 5 had frank symptoms. 
Of the asymptomatic patients, only 6 had lymph node 
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involvement, while 16 did not. Of the patients with 
mild symptoms, eight had involved and three had nor- 
mal lymph nodes, while of those with frank symptoms, 
one was inoperable and the remaining all had 
involved lymph nodes. Further studies of these pa- 
tients indicate approximately a 38% five-year survival 
rate. This represents a striking improvement over the 
highest survival figure, 14%, for patients with symp- 
toms at the same clinic, and the contrast with the 
common figure of 2% to 6% is even more impressive. 

Similar results have been achieved in carcinoma of 
the colon and rectum. In the Cancer Detection Center 
series reported by Hitchcock and Sullivan,'’ 93% of 
the patients with asymptomatic carcinoma of the colon 
were living for an average period of four years after 
their surgery, whereas only 36% of those who had 
symptoms survived this period. In carcinoma of the 
rectum, the survival rate for the asymptomatic group 
was 78% as compared to 33% in the group with symp- 
toms. None of the above figures for carcinoma of the 
stomach, colon, or rectum represent five-year survivals, 
since the period elapsed from the beginning of the 
study is insufficient, but the comparisons are valid. 


© —CHEMICAL TEST POSITIVE 
X X-RAY FINDINGS APPEAR 
S —ONSET OF SYMPTOMS 


DEATH 
| 
7 
CURABLE 
INCEPTION 
YEARS 


Hypothetical curves representing time relationships of diag- 
nostic procedures and life cycle of tumors of varying degrees of 
malignancy and speed of growth, from extremely malignant to 
benign. 


Tumor Detection and Tumor Curability 


Such data seem to indicate that, while biological 
predeterminism is no doubt a strong factor in the 
final outcome of patients with carcinoma of the stom- 
ach or of the colon, it is certainly not the only fac- 
tor and that a very considerable salvage might be 
accomplished if periodic examinations were done. I 
sometimes fear that biological predeterminism is a 
convenient screen behind which to hide our own 
inadequacies. It is far easier to salve one’s conscience 
over errors in diagnosis if one is convinced that the 
fate of the patient is predetermined. 

In the figure | have drawn some purely hypothetical 
curves to express my own impression of the time 
relationships between tumor detection and tumor cur- 
ability. None of the curves are based on truly factual 
data, but their general configuration corresponds to 
what we know of the life cycle of certain tumors. 
Curve I, for example, represents the type of malignant 
tumor that is either incurable from its inception or 
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rapidly becomes incurable before there is any possi- 
bility of detection. At the opposite end of the scale, 
curve VII represents a type of benign tumor, often 
readily detectable but rarely a threat to the life of 
the host. In between are neoplasms of varying degrees 
of malignancy and speed of growth. The lapse of time 
between the inception of the tumor and a _ positive 
reaction to a chemical test for cancer is shown. Like- 
wise, the time relationships of the appearance of posi- 
tive x-ray findings and the onset of symptoms to the 
curable or incurable status of the lesion are portrayed. 
It is assumed that the chemical test would be positive 
before the appearance of symptoms or the develop- 
ment of positive x-ray findings. Since such a test is 
completely imaginary at this time, such an assumption 
is purely hypothetical. It is some such picture as this 
that we should have in mind when we consider the 
value of diagnostic procedures for the salvage of 
patients afflicted with tumors. 

Finally, | would emphasize the fact that mass sur- 
veys of the gastrointestinal tract are as yet so far from 
being a practical possibility that they need not be 
seriously considered for the entire population. Cer- 
tainly, the same does not apply to the chest; with 
proper effort and enthusiasm, mass surveys of the 
chest could be undertaken at yearly intervals in se- 
lected groups if we were willing to spend the large 
sums necessary for an effective program. Whether or 
not such mass programs are undertaken, periodic and 
thorough examination of the individual patient who 
wishes it should be encouraged and enthusiastically 
performed by the physician and by the radiologist. 

I believe that the data presented answer the ques- 
tions I posed at the outset. Given the proper attitude 
on the part of the physician, periodic roentgen exam- 
ination may be a stimulating and exciting endeavor. 
It is rewarding; its great reward is the opportunity 
to discover cases of curable cancer, to save lives other- 
wise doomed. We must not desert the few because we 
cannot save the many. Here is the real, the vital chal- 
lenge for the future of roentgen diagnosis: the de- 
tection of cancer before the onset of symptoms. 


J.A.M.A., February 16, 1957 
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Alcohol and Accidents.—The intake of alcohol is an important factor in accident causation. 
As the amount of alcohol in the blood increases so does the likelihood of an accident. In some 
individuals, one ounce of whiskey or one bottle of beer is sufficient to cause sensory or motor 
impairment. Alcohol tends to dim the vision, dull the senses, and produce deleterious effects 
on perception and cognitive abilities. Alcohol causes impairment of attention, concentration, 
memory, judgment and reasoning, but, worst of all, is the loss of insight into the presence or 
the extent of the impairments. Alcohol also induces neuromuscular incoordination and stimu- 
lates aggressive behavior when the individual is least able to cope with it. The intake of alco- 
hol, even in small amounts, is thus incompatible with skilled or hazardous activity. Yet reports 
show that from 25% to 40% of all auto fatality victims had been drinking. The effects of alco- 


hol vary with individual tolerance and length of usage. In an individual of average weight, 
two ounces of whiskey are enough to produce a blood alcohol level of 0.05%—an amount 
sufficient to produce an average impairment of 25%. Alcohol is eliminated from the blood at 
the rate of about one-third of an ounce per hour. Physiological impairments thus are likely to 
last for hours, depending on the amount consumed.—M. S. Schulzinger, M.D., The Pre-Acci- 
dent Patient—Diagnosis and Treatment, Industrial Medicine and Surgery, October, 1956. 
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MEPROBAMATE (MILTOWN) IN RHEUMATIC DISEASES 
Richard T. Smith, M.D., Irvin F. Hermann, M.D., Kenneth M. Kron, M.D. 


and 
William P. Peak, M.D., Philadelphia 


Prior to 1951, when clinical investigation of mephen- 
esin (Myanesin ) indicated a new approach to the relief 
of fibrositis (that is, muscle stiffness and aching caused 
by muscle atrophy from disuse, decreased use, or 
strain), treatment consisted primarily of the use of sal- 
icylates for the relief of discomfort. Patients failed to 
cooperate wholeheartedly in a rehabilitation program 
that could completely overcome the condition, since 
the salicylates only relieved aching discomfort for 
a short time. In addition, the long periods required for 
relieving the muscle spasm and stiffness after a full 
night’s rest decreased the effectiveness of rehabilitation 
during the early hours of the day. 

With mephenesin it became possible to overcome 
more of the muscle stiffness, particularly if the medica- 
ment could be taken in a large dose approximately 30 
to 60 minutes before arising. It was then possible for 
the patients to do morning exercises with less discom- 
fort. Unfortunately, mephenesin did not satisfy all the 
criteria necessary for a drug of this type, inasmuch as a 
large dose was required each morning, that is, 0.5 gm. 
for every 46 Ib. (20.9 kg.) of body weight, followed 
by 0.5 gm. of the drug every three hours during the 
day to maintain fairly good muscle relaxation. 

Although numerous mephenesin combinations, as 
well as other so-called muscle-relaxing preparations, 
were made available, we found none to be more effec- 
tive, including the carbamate of mephenesin. In the past 
two years, two new materials—one remotely related to 
mephenesin, meprobamate (Miltown), and the other 
completely unrelated, zoxazolamine—were made avail- 
able for clinical investigation. This paper deals with 
the former of these two drugs. 

The chemical name of meprobamate is 2-methyl-2-n- 
propyl-1, 3-propanediol dicarbamate, and that of me- 
phenesin is 3-0-toloxy-1, 2-propanediol. Unlike me- 
phenesin, which was a rather short-acting drug, mepro- 
bamate has been found to have a longer duration of 
activity. The pharmacological actions of meprobamate 
are threefold: (1) a muscle-relaxing effect on volun- 
tary skeletal muscle that has been demonstrated to 
occur at the level of the spinal cord through a blocking 
action on the interneurons; (2) a selective activity on 
the thalamus causing synchronization, manifested in 
electrical recordings by a slowing of the frequency and 
a marked increase in voltage’; and (3) an effect on 
characteristic behavior, best observed in monkeys, with 
fear, hostility, and aggressiveness being replaced by 
tameness and friendly behavior. 

Meprobamate has been loosely classified as an 
ataraxic or tranquilizing drug. This does not seem to 
be the correct grouping for it, since its activity is 
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* Meprobamate is remotely related to mephenesin. 
This latter drug has been used successfully to relieve 
muscle stiffness, although rather large doses were 
required. Meprobamate also has a muscle-relaxing 
effect on voluntary skeletal muscle, in addition to its 
apparent tranquilizing action; but it is possible that 
the relief of tension may be the direct result of muscle 
relaxation. With a dosage of 400 mg. of mepro- 
bamate three or four times a day, relief of muscle 
stiffness and pain was achieved in 83.3% of 252 
patients. The most common side-effect was drowsi- 
ness, which disappeared in many cases, though the 
dosage remained the same, and was relieved in 
others by lowering the dosage. Meprobamate was 
also useful in combating the overstimulation of ste- 
roid therapy. 


more pronounced as a muscle relaxant than as a tran- 
quilizing preparation. From our experience the muscle 
relaxation often brings about relief of tension and > 
excitation. The pharmacologica! actions are ideally 
suited to treatment of rheumatic diseases and, more 
particularly, of fibrositis, which is so common through- 
out this field. A drug with this utility is better classified 
as a “lissive” agent. 


Choice of Patients 


Since June, 1954, when our clinical experience with 
meprobamate began, we have chosen patients with 
various rheumatic diseases but with a predominance 
of fibrositic symptoms. Although patients with rheuma- 
toid spondylitis, cervical root syndrome, rheumatoid 
arthritis, and osteoarthritis were studied, all of these 
patients had greater disability and more complaints 
referable to aching pain and stiffness after inactivity 
than to the specific joint lesions. A total of 252 patients 
have been treated, including, in addition to those in 
the above categories, those with fibrositis, torticollis, 
muscle spasm of the low back, chronic gout, and sub- 
deltoid bursitis. 

Results 


Meprobamate was administered three or four times 
a day as a 400-mg. compressed, scored tablet. The 
dosage was reduced to one-half tablet, 200 mg., if any 
evidence of mild or moderate intolerance or intoxica- 
tion was observed. Satisfactory relief of muscle stiff- 
ness and pain was achieved in 83.3% of the 252 patients. 
The distribution of patients by diagnosis, as well as the 
excellent or good benefit achieved by therapy, is 
shown in table 1. Those with only fair results were not 
included as improved. The response was classified as 
excellent when the patient exhibited evidence of 
muscle relaxation within 20 to 30 minutes after the 
drug was ingested, with benefit continuing throughout 
the day on the regimen of additional tablets given 
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three or four times a day. The response was designated 
as good if minimal symptoms of stiffness persisted 
after 60 minutes. 

The categories in which the greatest relief of symp- 
toms was achieved have been the same as those found 
previously with other muscle-relaxing drugs.* Patients 
with rheumatoid spondylitis derive considerable bene- 
fit, with relief of stiffness and aching, particularly in 
the paravertebral muscles, even prior to the application 
of x-ray therapy for the specific inflammatory joint 
lesions. After x-ray therapy, meprobamate made it 
possible for rehabilitation to progress rapidly, with 
improvement in function in each instance. 


TaBLe 1.—Meprobamate in Rheumatic Diseases 


Patients Benefited 


Disease Patients Exeellent Good 
Rheumatoid spondylitis ............. 80.65 
Cervical root syndrome.............. at Is 10 82.3 
Rheumatoid arthritis, mild........... 3s 13 17 78.9 
Muscle spasm of the low back ...... 27 18 5 85.1 
Osteoarthritis of hip................. 5 4 1 100.0 
Osteoarthritis Of 17 7 5 70.6 
2 1 1 100.0 


Patients with fibrositis responded exceptionally well. 
The relaxation of the muscle spasm was more appar- 
ent, since it was not overshadowed in any way by other 
musculoskeletal abnormalities. If the medicament 
could be taken 30 to 60 minutes before arising in the 
morning, most patients were able to start their activiy 
with practically no evidence of fibrositic symptoms, or, 
in the event that some residual stiffness remained, it 
rapidly disappeared with exercise, often within a few 
minutes. Those who had previously required several 
hours to limber up each morning found this period to 
be shortened to considerably less than one hour. Pa- 
tients with cervical root syndrome in its early stages 
were more effectively treated by posture training if 
the muscle tension was relieved with this medication. 
When the disease was more advanced, meprobamate- 
induced relaxation permitted more effective use of the 
Sayre head sling. The over-all benefit in patients with 
rheumatoid arthritis was not as great, but this was due 
to the specific joint lesions that continued to handicap 
the patients after the fibrositic symptoms were greatly 
improved. 

The treatment of patients with torticollis was suc- 
cessful when the drug was administered within the 
first day or two of the onset of the symptoms. If the 
stiffness of the neck had persisted for a week or more, 
results were less satisfactory. This observation accounts 
for the five patients who did not show improvement. 
Muscle spasm of the back was generally well relieved, 
particularly if treatment was instituted within the first 
few days of the onset. If the spasm had persisted, with 
little or no improvement for a week or more, less 
benefit was achieved. 

The diagnosis of true osteoarthritis of the hip and 
knees, insofar as the symptomatology was concerned, 
was apparent in only five of the osteoarthritic patients. 
The roentgenographic criteria for osteoarthritis, mar- 
gina] spurs, and narrowing of the joint space were 
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found in each patient. All but five had compensatory 
thickening of the subchondral plate, which alleviated 
the pain on weight bearing. The fibrositic symptoms 
due to muscle atrophy caused by limping and protec- 
tion of the joint when it had been painful were most 
incapacitating. With relief of muscle spasm and re- 
habilitation exercises, these patients responded well. 
The patient® with chronic gout had good relief of the 
muscle stiffness due to atrophy from protection of 
painful joints. Rehabilitation was achieved rapidly. 
Specific uricosuric therapy eased the severity and fre- 
quency and was followed by complete cessation of 
acute attacks. He returned to his occupation. 


Toxic Effects 


Toxic effects were not serious. There were a total of 
137 in 130 patients (table 2); however, approximately 
85% of these side-effects consisted of drowsiness, which 
is not a great problem. In fact, 73 of these 116 patients 
gradually overcame the tendency to be slightly sleepy 
as the therapy was continued at the same dose, while 
29 additional patients were no longer affected by the 
drowsiness when the dose was reduced to 200 mg. 
given three or four times a day. Only 14 required 
discontinuance of the therapy because of persistent 
drowsiness after receiving either the 400-mg. or the 
200-mg. dosage. Nausea, nausea and vomiting, exhaus- 
tion, overstimulation, and rash occurred in one patient 
each and were considered severe enough to discontinue 
the medication. Sluggishness of the small intestine was 
a problem in 15 patients, although it cleared when the 
dosage was reduced by 50% in 10 patients, Only five 
continued to have slowing of the bowel habit, and 
therapy was terminated. This side-effect was much 
akin to that seen at times with salicylate or ferrous sul- 
fate therapy. The one patient who developed ulcer 
symptoms had, taken the usual four 400-mg. tablets for 


TaBLe 2.—Toxic Effects of Meprobamate in 130 Patients 


No. of 400 Me. 
Side- ‘Therapy 


Therapy 
Continued 


Effect Effects Continued 50% of Dose 

VOmitind 1 0 0 
Sluggish small intestine ................. 15 0 Ww 
1 0 0 
] 0 0 

137 73 > 39 


one day when there was a reactivation of his symp- 
toms. These were quickly controlled by instituting his 
full ulcer program for a week, after which his therapy 
consisted of no more than his ulcer diet, with no recur- 
rence of symptoms. There have been no instances to 
date of hemorrhagic purpura as reported by Gottlieb.* 

The side-effect of drowsiness has utility in patients 
with rheumatic disease in whom overactivity, tension, 
and nervousness are present. This type of patient 
responds well. Some may experience slight drowsiness, 
but most are only slowed to a more normal pace, It is 
important, however, to bear in mind that those who 
drive their own cars should be warned to be cautious 
until it is determined whether they will have drowsi- 
ness caused by the drug. 
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The soporific effect of meprobamate was used to 
good effect in many patients who had difficulty sleep- 
ing because of hyperexcitability, agitation, or nervous- 
ness. Many of these patients receiving normal doses of 
400 mg. four times a day found that they were now 
able to have a restful sleep. In other instances one 
tablet at bedtime did not seem to be sufficient and 
dosage was increased to two tablets. It has been re- 
ported frequently by patients receiving two tablets, 
as well as by some of those receiving only one tablet 
at bedtime, that they apparently did not move from 
the position in which they fell asleep. They slept 
without tossing or turning (evidenced by undisturbed 
bedcovers ), which was a complete reversal of their 
previous experience. Their stiffness might be slightly 
increased by this absolute inactivity during the night, 
but it was quickly relieved by the morning dose of 
meprobamate. An ever-increasing number of patients 
who required occasional or frequent bedtime sedation 
have discovered that meprobamate is an excellent 
substitute for barbiturates, as it induces restful sleep 
without the after-effect of a “hang-over.” 


Delta-Steroids and Meprobamate 


Since a number of cur patients with rheumatoid 
arthritis receiving delta-steroids complained of excit- 
ability, nervousness, and inability to sleep at night, it 
was determined to test the compatibility and the re- 
action of concomitant delta-steroid and meprobamate 
therapy. We were provided with a tablet containing 
2.5 mg. of prednisolone and 200 mg. of the muscle 
relaxant. It was found that this combination effectively 
offset the overstimulation caused by the steroid; how- 
ever, we were handicapped to a considerable degree 
by the difficulty in regulating dosage levels with this 
size tablet and at the same time maintaining adequate 


Me. of 
Lbelta- 
Steroid 


per Day Daily Dosage Schedule 


0D 


Fig. 1.—Combinations of delta-steroid tablets (circle with 
horizontal lines: 1 tablet containing 1 mg. of delta-steroid and 
200 mg. of meprobamate; black circle: 1 tablet containing 
2 mg. of delta-steroid and 200 mg. of meprobamate ). 


meprobamate therapy. In many instances we had to add 
additional meprobamate when the combination tablet 
was broken in half to reduce the dosage of steroid. 
Since then we have had available two capsules, one 
containing 1 mg. of prednisolone with 200 mg. of 
meprobamate and the other containing 2 mg. of pred- 
nisolone with the same amount of meprobamate, use 
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of which makes it possible to provide from 6 to 16 mg. 
per day of the steroid without overdosage of the 
muscle-relaxant drug. The schedules for the adminis- 
tration of these capsules to provide various amounts of 
the prednisolone per day are illustrated in figure 1. A 
combination of two different colored tablets or cap- 
sules simplifies the instructions to the patient, particu- 
larly when it is desirable to alter the steroid dosage. 
It is our opinion that this type of combination therapy 
is simple and better able to effect the results desired. 


| nave _ arturitis 


Name 3 Q 
Phone 
Address_La 


MY MEDICATION IS: 


BENJAMIN FRANKLIN CLINIC 
330 S. 9th. St. Philo., Pa. 
MArket 7- 7744 


wo. 


Fig. 2.—Form identification card to record therapy being 
given to patients with rheumatic diseases. 


At the Benjamin Franklin Clinic we have found it 
possible to administer smaller doses of steroids if the 
patients were not aware that they were taking “miracle 
drugs.” To establish this theory we have provided them 
with various types of combination tablets containing 
steroids designated by our own terminology. In other 
words, a patient with rheumatoid arthritis who has 
been receiving salicylates but no steroid therapy will 
be much improved when no more than 40 mg. of 
hydrocortisone or no more than 12.5 to 15 mg. of 
prednisolone or prednisone are added. They will have 
a greater relief of discomfort and be able to perform 
activities and motions that they could not do previ- 
ously. If the patient is aware that a “miracle drug’ is 
being administered, there is a demand for the complete 
relief of symptoms that has been so thoroughly de- 
scribed in the lay literature. In patients with rheuma- 
toid arthritis this program of steroid therapy is 
combined, of course, with the inauguration of gold 
therapy. When the gold therapy begins to show bene- 
fit, the steroid dosage is decreased stepwise, with dec- 
rements never more than 2.5 mg. every five days or 
longer and with final discontinuance of its use. 

We realize that many physicians believe that pa- 
tients should be told that they are taking steroids, 
because of the medical or surgical emergencies that 
may arise. It is possible to obscure the steroid dosage 
among the other medicaments with a pocket card that 
the patient carries at all times. An example of this 
card is shown in figure 2. Here the patient’s diagnosis, 
name, address, and telephone number are filled in on 
a printed form. All the medicaments that the patient 
is receiving are shown. At the bottom are the physi- 
cian’s name or signature, address, and telephone num- 
ber. Many of the various medicaments listed are 
familiar to the patient, but others when inquired about 
can be described in an off-hand fashion such as, “Mil- 
town is a muscle-relaxing drug to permit you to get 


cries 


538 INTERSEXUALITY—MORRIS 


around easier,” or “Co-Hydeltra is a drug to help con- 
trol the rheumatoid arthritis until the gold can take 
effect.” The patient should be instructed to present this 
card at any time that he seeks additional medical care, 
when he is in an accident, or when he is hospitalized 
for any cause. 

Summary 


Meprobamate ( Miltown) has been found to be effec- 
tive in 83.3% of the 252 rheumatic patients who had a 
predominance of fibrositic symptoms. It is an improve- 
ment upon the previously available drugs for the relax- 
ation of striated muscle, It is believed to be improperly 
classified as an ataraxic or tranquilizing drug, Although 
drowsiness occurs fairly frequently with full doses of 
this preparation, when mild it most often disappears 
without alteration in the dosage schedule. If it is more 
severe, the dosage may be decreased by 50%, with 
generally good muscle-relaxing properties as well as 
relief of this undesired symptom. In the event that 
drowsiness is profound even with half-dosage, therapy 
should be discontinued, Therapy was discontinued in 
each of the single instances of nausea, nausea and 
vomiting, exhaustion, overstimulation, rash, and activa- 
tion of ulcer symptoms and in five patients who 
developed sluggishness of the small intestine. The side- 
effect of drowsiness may be used to advantage in the 
patient with rheumatoid arthritis who is tense, fearful, 
and hyperactive to produce muscle relaxation and a 
more normal psychic state. It has also been useful in 
combating the overstimulation of steroid therapy and 
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lends itself to a combination tablet of delta-steroid, 1 
or 2 mg., with 200 mg. of meprobamate. An identifica- 
tion card to be carried by the patient, listing all med- 
icaments, can be used to promote lower and less toxic 
doses of steroid by obscuring its identity. Mepro- 
bamate is one of the best drugs presently available to 
the medical profession to produce relaxation of vol- 
untary muscle spasm without associated loss of 
strength or function. 


Ninth Street at Pine (7) (Dr. Smith). 


The meprobamate used in this study was supplied as Miltown 
by Wallace Laboratories, New Brunswick, N. J. The tablets 
containing 2.5 mg. of prednisolone and 200 mg. of mepro- 
bamate used in this study were supplied for clinical investiga- 
tion by Wallace Laboratories: the tablets containing 1 mg. of 
prednisolone and 200 mg. of meprobamate and the tablets con- 
taining 2 mg. of prednisolone and 200 mg. of meprobamate 
used in this study were supplied for clinical investigation by 
Merck Sharp & Dohme Research Laboratories, West Point, Pa. 
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INTERSEXUALITY 


John MeL. Morris, M.D., New Haven, Conn. 


While the differences between the sexes are the sub- 
ject of considerable emphasis, male and female are not 
mutually exclusive, and both have certain anatomic 
and endocrinal characteristics of the opposite sex. The 
6-week-old embryo is ambisexual, with gonads that 
may develop into either ovaries or testes and two 
systems of tubules, the Wolffian and Miillerian ducts, 
which develop into the male or female reproductive 
organs respectively. Sexual differentiation commences 
about the seventh week, but many rudimentary struc- 
tures of the opposite sex persist after birth. 


Factors Involved in Sex Determination 


The sex of an individual is thought to be determined 
at the time fertilization of the ovum takes place on 
the basis of whether the sperm carries an X (female ) 
or Y (male) chromosome. In addition.to genetic fac- 
tors, however, hormones play a significant role in sex 
determination. For example, in animals, notably in 


Associate Professor of Gynecology, Yale University School of 
Medicine. 

Read before the Section on Obstetrics and Gynecology at the 
105th Annual Meeting of the American Medical Association, 
Chicago, June 13, 1956. 


* The term “intersexual’” should be restricted to 
those with congenital anatomic variations. It refers to 
individuals in whom abnormalities of sexual develop- 
ment have led to a confusion of the exaci sex; to 
those with some of the reproductive organs of both 
sexes; and to patients whose anatomic appearance 
is one sex, but whose somatic chromatin is opposite. 
Intersexual should not be used when referring to 
those showing the endocrine phenomena of postnatal 
virilization or feminization; the person with an ab- 
normal psychosexual drive; or the individual with just 
any form of bisexual manifestation. The correct diag- 
nosis of intersexual problems may be difficult, but 
with the routine careful inspection of the genitals of 
all infants at birth, disastrous errors may be pre- 
vented. Where there is doubt, an oral or vaginal 
cytological smear is probably the simplest method for 
determining the chromosomal sex. 


fowl and possibly in the freemartin, a sex reversal may 
occur in which there is evidence that the gonads of 
one type may change to those of the opposite sex.’ It 
is unlikely that the human gonad can undergo such 
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sex reversal, although this is not actually known. It is 
known, however, that many sexual abnormalities are 
due to intrauterine hormone influence. 

The effect of excessive androgens during gestation 
on the female fetus is to produce pseudohermaphro- 
ditism.* This is most commonly seen in the intersexual 


Fig. 1.—Female with congenital adrenal hyperplasia resulting 
in enlarged clitoris and labial fusion. 


changes found in persons with congenital adrenal 
hyperplasia. Similar changes have been reported in 
two cases in which there were arrhenoblastomas in 
the mothers during pregnancy * and in an infant whose 
mother received testosterone during pregnancy.’ The 
administration of testosterone to rhesus monkeys dur- 
ing gestation also results in pseudohermaphrodites.” 
These changes only occur in the event the fetus is fe- 
male. Androgen administration apparently does not 
produce intersexual change in the male embryo but 
merely accentuates male characteristics. 

In animals, estrogens may produce intersexual 
changes in male embryos.” Castration of young male 
animal embrvos results in a female rather than male 
development.’ Fetal gonadal impairment may explain 


Fig. 2.—A, male with testicular feminization. B, infant with 
congenital adrenal hyperplasia in adrenal crisis. C, female 
pseudohermaphrodite (post partum ). 


some of the cases of gonadal agenesis in which there 
is female development but male somatic sex chromatin. 
Certain cases of apparent intersexual change are un- 
doubtedly manifestations of an embryologic defect 
similar to that causing any other congenital malforma- 
tion. The not infrequent presence of concomitant rectal 
and urinary tract defects tends to support this view. 
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Sex Determination 


The criteria for the determination of the sex of an 
individual are (1) the general anatomic appearance, 
(2) the histological status of the gonads, and (3) the 
somatic sex chromosomal pattern. 

Anatomic Appearance.—Anatomically the difference 
between male and female is, in general, obvious. How- 
ever, the cryptorchid male with hypospadias and cleft 
scrotum may be indistinguishable in appearance from 
the female with enlarged clitoris and labial fusion (fig. 
1). In addition, the external anatomic appearance may 
closely resemble that of one sex, while the gonads are 
those of the opposite (fig. 2A). While the secondary 
characteristics in general parallel the appearance of 
the extern genitalia, this is not invariably the case, 
and a presenting complaint may be that of unexpected 


Fig. 3.—Section from testis of true hermaphrodite. 


development of secondary sex characteristics, such as 
of breasts or hirsutism, or occasionally bisexual mani- 
festations, such as the development of one or both 
breasts and a beard. 

Histology of Gonads.—The most commonly accepted 
basis for the determination of the “true sex” of an 
individual is the type of gonad present. However, even 
here the pattern may not be clearcut. The gonads of 
both sexes may be present in the same individual (fig. 
3 and 4). There may be a mixture of the two in the 
form of an ovotestis. There may be dysgenesis of the 
gonads without any clearly recognizable or character- 
istic structures, or there may be a complete gonadal 
agenesis. Yet these individuals may have definite male 
or female characteristics. 


> 
> 
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Somatic Sex Chromatin.—For many years it has been 
generally accepted that the somatic cells of the female 
contain two X chromosomes, whereas those of the male 
contain and X and a Y chromosome. It has only been 
recently, however, through the work of Barr and 
others,* that it has been recognized that a characteristic 
female sex chromatin mass can be seen in the nuclei 
of the cells of most tissues of the body, including 
white blood cells and cells in oral and vaginal smears. 
This chromatin mass is thought to be the result of 
fusion of the two X chromosomes and can be found 
lying next to the nuclear membrane in a large propor- 
tion of cell nuclei in females but not in males. The 
somatic chromosomal pattern in general parallels the 
gonadal pattern and thus is a simple aid to the determ- 
ination of the true sex of an individual. 


Fig. 4.—Section from ovary of same hermaphrodite of figure 3. 


Intersexuality 


The term “intersexual” has been applied rather 
loosely to individuals with any form of bisexual mani- 
festation. It should be restricted to those with congen- 
ital anatomic variations and not used when referring 
to those showing the endocrine phenomena of post- 
natal virilization or feminization. One should also 
exclude the normal male or female with some abnormal 
psychosexual drive, such as homosexuality or transvest- 
ism, which is psychiatric in nature rather than a 
problem of intersexuality. 

Intersexuality refers to individuals in whom ab- 
normalities of sexual development have led to con- 
fusion of exact sex or to individuals with some of the 
reproductive organs of both sexes. It has been recently 
noted that certain patients with agenesis or dysgenesis 
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of the gonads (notably Turner's and Klinefelter’s syn- 
dromes ) may have a somatic chromosome pattern of 
the sex opposite to that to which they anatomically con- 
form.” This broadens the definition of intersexuality to 
include patients whose anatomic appearance is one 
sex but whose somatic chromatin is opposite. 


Classification of Intersexuality 


Although the various manifestations of intersexuality 
may be legion,'’ a brief clinical classification is given 
in the table. 

True Hermaphrodite.—The true (or “glandular” ) 
hermaphrodite has the gonads of both sexes, either as 
separate ovary and testis or more commonly combined 
as an ovotestis. There are more than 50 histologically 
acceptable cases of this type reported in the literature. 
In a few instances there has been evidence of both 
ovum and sperm production. The somatic sex chroma- 
tin may apparently be either male or female, although, 
if some such situation as the presence of an XXY 
chromatin exists, one would expect the female type to 
be more prevalent. The genital development and sec- 
ondary sex characteristics may be extremely variable. 
Although sometimes predominately of one sex, they are 
invariably mixed to some extent. Sections from the 
ovary and testis of an S-month-old true hermaphro- 
dite '' are shown in figures 3 and 4. The sex chromatin 
was female. A uterus and right tube and ovary were 
found intra-abdominally and left in situ. The testis 
was removed trom the left “labium” and the phallus 
amputated. 

Pseudohermaphrodite.—The pseudohermaphrodite, 
or “tubular” hermaphrodite, has the gonads of one sex 
only but possesses reproductive organs with some ot 
the characteristics of the opposite sex. Such an individ- 
ual is classed as male (“androgynoid” ) or female “gy- 
nandroid”) on the basis of type of gonad present, not 
on the basis of the predominant appearance. 

Male Pseudohermaphrodite: The male pseudoherma- 
phrodite has, therefore, testes and male somatic 
chromatin. If one includes all persons with abnormal 
development of the external genitalia, such as hypo- 
spadias, undescended testes, or hypoplasia of the penis, 
this certainly represents the largest group of pseudo- 
hermaphrodites. In many of these patients the config- 
uration of the external genitalia is truly ambiguous and 
the exact nature of the gonad is determined only by 
biopsy. In other male pseudohermaphrodites, the ex- 
ternal genitalia may appear masculine but surgery 
reveals the presence of a uterus or other female de- 
velopment of the internal ducts. 

One type of male pseudohermaphroditism, without 
known counterpart in the female, deserves special 
mention because it is relatively common and yet is not 
generally recognized. This is the syndrome that has 
been called “testicular feminization,” in which essen- 
tially complete feminization occurs with normal female 
external genitalia and secondary sex characteristics, 
including breast development, but with intra-abdom- 
inal or inguinal testes in place of ovaries '* (fig. 2A). 
The patients have only rudimentary anlage in place of 
internal genitals. In addition to the blind-ending 
vagina, the syndrome is usually, but not always, char- 
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acterized by absent or scanty axillary and pubic hair. 
More than 100 such cases are now reported in the 
literature. 

Female Pseudohermaphrodite: The problem of fe- 
male pseudohermaphoditism is complicated by the fact 
that the vast majority of “female pseudohermaphro- 
dites” actually have congenital adrenal hyperplasia. 
While the virilizing effect of the prenatal hyperadreno- 
corticism produces a picture of pseudohermaphro- 
ditism that is indistinguishable from other forms of 
intersexuality (fig. 1), this is really a separate entity 
that can be recognized in most cases by the finding of 
elevated urinary 17-ketosteroid or pregnanetriol levels. 
The corresponding syndrome in the male does not 
result in congenital defects in the reproductive tract, 
although precocious virilization occurs in both male 
and female. A considerable proportion of these persons 
will prove to be “salt-wasters,” with the serious electro- 
lyte and water deficiencies characteristic of the adrenal 
crisis. The picture of dehydration, vomiting, and col- 
lapse is not unlike that seen in pyloric stenosis (fig. 
2B). The majority of such infants died prior to the 
recognition of the importance of electrolyte, desoxy- 
corticosterone acetate, and cortisone therapy. 


Classification of Intersexuality 
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of female sex chromatin patterns in hypogonadal 
“males,” as has been recently observed in cases of 
Klinefelter’s syndrome (testicular tubular hyaliniza- 
tion, with sparse beard and gynecomastia ). The obser- 
vations in this group of patients with gonadal agenesis 
or dysgenesis are too recent to permit any final con- 
clusions as to their significance, but there is no question 
that it represents a form of intersexuality. 


Diagnosis and Treatment 


Considering these observations, it becomes apparent 
that the correct diagnosis of intersexual problems may 
be difficult. Because of the disastrous social and psychi- 
atric consequences of an error in the diagnosis of sex, 
and the importance of early diagnosis, careful inspec- 
tion of the genitals of all infants at birth should be the 
rule. When there are any congenital variations in the 
reproductive tract, especially hypospadias or clitoral 
hypertrophy, the following diagnostic procedures may 
prove helpful: 1. Careful examination of the genitals, 
including a rectal examination, should be done not 
only to evaluate the presence of pelvic organs but also 
to rule out concomitant rectal abnormality. A photo- 
graphic record may prove valuable. 2. An oral or 


Syndrome Gonad 


True hermaphroditism Ovotestis or 


testis and ovary 


Male pseudohermaphroditisin Testis 


maldeveloped 


Klinefelter’s syndrome Maldeveloped 


Genital 
Development 


Somatie 


Secondary 
Chromatin 


Sex Character 
Male, female 
or intersexual 


Female or male Intersexual 


Male Intersexual Male or female 
Male Female Female 
Female Intersexual Female 


Female Precocious male 
(elevated 17-ketosteroids) 


Underdeveloped 


Intersexual 
Male or female Male or female 


Female 
Male 


Male or female 
Female 


Undeveloped 
Mule with 
xynecomastia 


The most striking finding in female pseudoher- 
maphrodites who do not have congenital adrenal 
hyperplasia is enlargement of the phallus, sometimes 
with labial fusion or vaginal malformations. Figure 2C 
illustrates such a patient, who was otherwise normal 
and had just delivered a normal infant. 

Gonadal Dysgenesis.—The discovery of the signifi- 
cance of the somatic sex chromatin mass has led to 
the realization that certain types of primary hypo- 
gonadism may actually represent a form of intersex- 
uality. It has been noted that in patients with ovarian 
dysgenesis (ovarian agenesis or Turner's syndrome) a 
male sex chromatin pattern is found in approxiinately 
70% of the cases. These patients exhibit an underde- 
veloped female configuration, with aplasia of the 
gonads, short stature, and often webbed neck, cubitus 
valgus, and other congenital malformations, such as 
coarctation of the aorta. In general there are no male 
characteristics, although rarely enlargement of the 
clitoris has been noted; I have encountered one such 
case. 

While it may be argued that the absence of fetal 
testicular hormones accounts for the development of 
the Miillerian duct system in these individuals, no ex- 
planation has as yet been forthcoming for the finding 


vaginal cytological smear, emploving the usual Papani- 
colaou technique, is probably the simplest method for 
the determination of chromosomal sex. 3. If the 
chromosomal pattern is female and congenital adrenal 
hyperplasia is suspected, 17-ketosteroid and pregnane- 
triol level determinations usually suffice to establish 
the diagnosis. In such cases one should be alert for the 
possibility of electrolyte and water disturbances, as 
indicated by low serum sodium and elevated potassium 
levels. Appropriate desoxycorticosterone, cortisone, 
and parenteral therapy should be instituted. 4. Urethro- 
scopic examination and urethrograms may establish 
the fact that a urogenital sinus exists or that a vagina 
opens into the posterior wall of the urethra. 5. Pyelo- 
grams not infrequently show concomitant renal and 
urinary tract defects. 6. Surgical exploration with 
biopsy of the gonads should be done as early as pos- 
sible in practically all patients except those with 
congenital adrenal hyperplasia. This should be fol- 
lowed, usually at a later date, by plastic procedures as 
indicated. 

The earlier the diagnosis can be made the better, 
and no change should be made thereafter. While in 
general the gonadal sex should be coiisidered the cor- 
rect sex, the external anatomic sex should also be 


> 

testis 
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weighed. If there is no penis present, it is usually wiser 
to rear the patient as a female. It is nearly impossible 
to construct a satisfactory penis with plastic surgery 
but relatively easy to construct a vagina. In the existing 
social order, a woman is also afforded more personal 
privacy, which may prove an advantage. While testes 
in such patients more commonly produce female 
secondary sex characteristics than male, they prob- 
ably should be eventually removed because of the 
danger of neoplasm in such undescended testes. 
Estrogens will produce satisfactory secondary sex 
development. 

It should be emphasized that the patient with an- 
atomic intersexuality who is reared in the wrong sex 
develops the libido and interests of the sex he is reared 
in. If it should be discovered after puberty that this is 
different from the patient’s true sex, it is much wiser to 
leave his psychosexual adjustment as it is and transform 
the patient as far as possible with surgery and hor- 
monal therapy. 
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Platelet Antibodies.—Bleeding tendencies secondary to thrombopenia are of increasing frequen- 
cy in medical, surgical and obstetric disorders. This has been attributed to diverse causes: 
chemotherapeutic agents; insecticides; increased incidence of leukemia; radioisotopes; cyto- 
toxic agents in industry; complete blood replacement by transfusion during pulmonary or 
cardiovascular surgery; and the alarm reaction secondary to surgery and anesthesia. The clin- 
ical management of such thrombopenia necessitates a clear understanding of the etfologic 
mechanisms that produce a decrease in circulating platelets. Within recent years, it has be- 
come clear that many cases of purpura, especially idiopathic thrombocytopenic purpura and 
hypersplenism, are due to the development of immune antiplatelet antibodies. The differenti- 
ation of these cases from nonantibody-induced purpura is of considerable clinical significance 
—chiefly because of new therapeutic agents: adrenocortical hormones and_ platelet transfu- 
sions. These two types of therapy often are not interchangeable. Thrombopenia secondary 
to deficient platelet production, as in metastic cancer, leukemia or radiation, generally is not 
on an antibody basis. Such cases respond best to platelet transfusions and therapy directed to- 
ward the primary disorder. Primary idiopathic thrombocytopenic purpura, hypersplenism and 
neonatal purpura, on the other hand, are frequently due to the presence of circulating anti- 
platelet antibedies. Such cases respond best to splenectomy or adrenocortical hormones or 
both. The transfusion of platelets, in these cases, could theoretically lead to an aggravation of 
the underlying disorder. Proper choice of therapy should be predicated as much on the pres- 
ence or absence of demonstrable agglutinins as on the arbitrary clinical classification of “pri- 
mary” or “secondary” purpura. This communication deals with evidence of the clinical impor- 
tance of a simple test used for the diagnosis of antibody-induced thrombopenia and with 
evidence that the circulating antiplatelet factors are true antibodies of a gamma-globulin type. 

. The finding of a positive antiplatelet-antibody test in an undiagnosed case of thrombo- 
penic purpura is strong evidence against the presence of an obscure leukemia or metastatic 
cancer.—]. L. Tullis, M.D., Identification and Significance of Platelet Antibodies, New Eng- 
land Journal of Medicine, Sept. 20, 1956. 
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CLINICAL NOTES | 


A SIMPLE AND SAFE METHOD FOR INDUCTION OF LABOR BY RUPTURE 
OF THE MEMBRANES 


Roscoe Dean, M.D., Wessington Springs, S. D. 


Paul Hohm, M.D., Huron, S. D. 


Induction of labor is occasionally indicated in pa- 
tients such as those with eclampsia or severe diabetes, 
in cases of Rh-negative women with rising titers who 
have lost previous babies, and, rarely, in cases of 
proved postmiturity. In addition, environmental haz- 
ards sometimes make induction of labor necessary. 
For example, in the community in which we practice, 
patients come from as far as 100 miles to be delivered 
of their infants. In winter, with the roads frequently 
blocked, it is understandable that the expectant 
mother, and her doctor too, are anxious to arrange 
for the delivery at a convenient time. 

We feel that induction of labor is safe when certain 
definite requirements are met. First, the fetus must 
be at term, and there must be definite roentgeno- 
graphic evidence that the fetus is adequately de- 
veloped and that it is in a position for a vertex 
presentation. Second, the fetal head must be fixed in 
the pelvic inlet but not necessarily engaged. Third, a 
sterile vaginal examination must reveal a cervix that 
is soft, 40% effaced, and at least 2 cm. dilated. If these 
prerequisites exist, the membranes are ruptured and 
the internal cervical ring is gently dilated. Stripping 
the membranes away from the lower segment of the 
uterus serves no purpose other than the dilation of 
the os that occurs while the stripping is being done. 
Stripping can be dangerous, in that the manipulating 
finger can undermine the edge of a low-lying placenta 
or interfere with the circulation in a cord that is at- 
tached at the placental margin. 

We have performed the following procedure on 
several hundred patients and have concluded that it 
is safe. Our procedure is to rupture the membranes 
by use of a fairly pointed but not sharp Bozeman 
uterine-dressing forceps. Under sterile conditions, the 
operator places three fingers of his left hand in the 
vagina. The middle finger is passed through the 
cervical os, and the tip of the finger is placed against 
the head of the baby. The point of the forceps is then 
slid along the inner surface of the middle finger until 
the point rests against the baby’s head. The handles 
of the forceps are then elevated and the tip directed 
gently down and in. As it passes under the vertex, 
the point of the forceps penetrates the fetal mem- 
branes. In this way, a small hole is made behind the 
curve of the vertex. The ball-valve action of the fixed 
fetal head prevents any sudden gush of fluid, and there 
is little chance of prolapse of the cord. Labor usually 
begins within a few hours if the patient is ready. 

The artificial rupture of the membranes is not with- 
out danger, but in our experience there have been no 
infections, prolapsed cords, or injured babies. The 
forceps must be tapered to a fine, smooth point so 


that the membranes will be perforated without any 
force being used. Blunt forceps are not used because 
the membranes may “tent” ahead of the blunt tip, 
which would necessitate the insertion of the forceps 
deeper and the application of more force than is safe. 
The procedure described demands the utmost gentle- 
ness and care. It is conceivable that the operator could 
injure the head of the baby or perforate the uterus. In 
every case in which induction of labor is being con- 
sidered, the expectant mother is warned that the opera- 
tion is not without risk. 


A 
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Bozeman uterine-dressing forceps used to rupture membranes 
for induction of labor. 


We emphasize that the baby must be at term. We 
have been repeatedly confronted by normally sensible 
women who seem to lose their good judgment when 
they believe that their babies are overdue. Pressure 
is often brought to bear on the obstetrician by both 
the patient and her family to induce labor before it is 
safe for the baby to be born. When labor is induced 
by the doctor, he automatically assumes responsibility 
for the final results. 

Summary 


In certain carefully selected cases, induction of labor 
by rupture of the membranes is indicated. Great care 
must be exercised both in determining the age of the 
fetus and in doing the actual rupture. A convenient, 
safe tool for rupturing the membranes is a sharp Boze- 
man uterine-dressing forceps. In the hands of a careful 
surgeon, there is little danger in this procedure be- 
cause the tip of the instrument is inserted by direct 
feel and the membranes are ruptured behind the 
curve of the vertex. The procedure has been performed 
in several hundred cases by us without serious 
sequelae. 


Dean Hereford Farms (Dr. Dean). 
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OCCURRENCE OF Rh ANTIGEN V IN A GROUP OF AMERICAN NEGROES 


Ruth E. Moore, Ph.D., Washington, D. C. 


Within the past five years, two new blood factors, U 
and V, have been discovered during blood transfu- 
sions in patients with anemia. The first, blood factor U, 
was found by Wiener, Unger, and Gordon' in a Negro 
woman with a diagnosis of bleeding peptic ulcer, a his- 
tory of three pregnancies, and severe anemia. The first 
blood transfusion was discontinued after the adminis- 
tration of 100 ml. of blood because of chills and fever 


1.—Distribution of V Antigen and Rh Types 


Howard Un niv ersity" Phased York Negroest West Afrieanst 


rh 0 2 3 7 2 6 
Rho 29 74 41 45 
Rhirh 4 23 12 29 7 %0 
Rherh 0 0 7 13 9 12 
rh’rh’ 0 1 ] 0 
RhiRhe 0 30 0 3 
Rhe 0 0 a 3 0 2 
Rhi Rh; 7 9 
60 


Total 33 124 123 


* Present study 
+ Data vous De Natale and co-workers.* 


in the patient. A week later, a second blood transfusion 
was started that also had to be discontinued, as the 
patient went into shock and later died. This fatal hem- 
olytic transfusion reaction was due to the sensitization 
of the patient to the new blood factor, U. The blood 
factor was designated as U to indicate its almost uni- 
versal distribution in the population. Wiener, Unger, 
and Cohen,* in another study, found that this blood 
factor occurred in blood samples of 100% of Cauca- 
sians and 99% of the Negroes examined. This blood 
factor is not related to the ABO, M-N, Rh-Hr, or K-k 
systems. 

The second blood factor, V, was found by DeNatale 
and co-workers’ in a Caucasian man who had suffered 
from an obscure anemia and had previously received 
26 blood transfusions within a period of six months. 
The cross matching of blood for the 27th transfusion 
showed incompatibility. A study of the red blood cells 
of this donor identified the new antibody present in the 
serum of the patient. The donor for this transfusion 
was a Negro, as were six of the previous donors, The 
blood factor antigen is being designated as V. 

Further investigation by these workers showed that 
the new V antigen is associated with the Rh system, 
that it is inherited as a dominant Mendelian character- 
istic, and that it occurs more commonly in Negroes 
than in Caucasians. The present study was undertaken 
to determine the occurrence of this new Rh antigen in 
an unselected group of Negroes coming from many 
parts of the United States. 


Materials and Source 


The subjects of this study are students in the various 
schools and colleges of Howard University who are 
enrolled in courses taught by the department of bac- 
teriology. Inasmuch as the number of students from 


From the Department of Bacteriology, School of Medicine, 
Howard University. 


the Caribbean area is too small for any significant 
conclusions to be drawn, the data to be presented will 
pertain only to the American Negro. The blood 
samples were collected in small vials containing dried 
oxalate (0.2 ml. of stock solution containing 3% ammo- 
nium oxalate and 2% potassium oxalate in distilled 
water ). Dr. Amos Cahan, of the Knickerbocker Foun- 
dation, New York, suggested that either the Coombs 
or enzyme techniques be used. The Coombs * anti- 
globulin technique was employed for this study. 


Results 

Table 1 shows the distribution of the antigen V 
within the various Rh types. It will be noted that there 
was a close correlation in occurrence of this blood fac- 
tor in all of the Rh types, with the exception of the 
rh, Rhyrh, and Rheorh individuals of the two American 
series. In the Rh,Rh, and Rh. individuals of the New 
York and West African series, the distribution of the 
blood factor was similar. 

Table 2 shows the frequency of the antigen V and 
that of its gene v. There was a lower frequency of the 
antigen V in the Howard University series as compared 
to the two New York series. It might be interesting to 
note that the individuals in one of the New York series 
(DeNatale and co-workers *) were selected for dark- 
ness of skin. In this study there was no attempt made 
for the selection of blood from individuals of a certain 
skin pigmentation. The variation in skin pigmentation 
of the individuals under study was that normally found 
in a Negro community. As more of this serum becomes 
available, additional studies should be made to ascer- 


TABLE 2.—Phenotypes and Gene Frequencies in Subjects 
of Four Studies 


Phenotype Frequencies Gene 

Frequene ies* 
No. No. 

Series Tested V+ ‘Tested V— Vv v 
Howard Universityt .......... 33 0.2037 129 0.7963 «0.1077 0.8923 
New York Negroes} .......... 45 0.2679 123 0.7321 0.1444 0.8556 
New York Negroes§ .......... 40 0.2667 110 0.7338) 0.1335 0.8665 
60 0.4000 0.6000 0.2234 0.7746 


* The pe veng of the gene V is 1— frequeney of v. The trequeney of the 
gene v is given by the square root of the frequency of the phenotype V- 

+ Present 

Data from DeNatale and co-workers. 

§$ Data from Sanger, R.: Read betore the Institute for the Study of 
Human Variation, New York, Nov., 1955. 


tain whether or not this antigen V may serve to deter- 
mine racial species or give some indication of admix- 
ture of races. 

Summary 


In 162 American Negroes in whom the occurrence 
of the “new” Rh antigen V was studied, the following 
facts were established: 1. The Rh antigen V was found 
to occur in 33 (20.37%) of the individuals tested and 
not to occur in 129 (79.6%). 2. The Rh antigen V was 
found to occur in only Rhy and Rhyrh individuals. 

The anti-V serum and control cells used in this study were 


supplied by Dr. Amos Cahan of the Knickerbocker Foundation, 
New York. 
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COUNCIL ON MENTAL HEALTH 


This is the second in a series of four articles prepared by members of the Committee on Alco- 
holism of the A. M. A. Council on Mental Health. The first article, “Medical Treatment of 
Alcoholism,” appeared in Tue Journat, Dec. 29, 1956, page 1610. 


THE PHYSIOLOGY OF ALCOHOL 


Harold E. Himwich, M.D., Galesburg, IIl. 


The present paper of this series of papers on alcohol- 
ism is concerned chiefly with physiological actions. As 
an aid in understanding these actions in terms of altera- 
tions in behavior and methods of treatment, the 
changes that take place in the ingested alcohol in the 
body are included. What does alcohol do? What are 
the effects of its oxidative products? What part do 
they play, for example, in treatment with disulfiram 
(Antabuse )? Alcohol, like most things used by man, 
can be employed to his benefit or to his disadvantage, 
and in this report some of the fundamental bases for 
the use and abuse of alcohol will be presented. 

Alcohol affects all the cells of the body, but the 
most dramatic results of the ingestion of alcohol are 
exerted on the brain and are made apparent by altera- 
tions in behavior. Textbooks of pharmacology refer 
to alcohol as a depressant of the central nervous sys- 
tem. While acknowledging this classification of it as a 
depressant, we must also explain why alcohol is some- 
times referred to as a stimulant. Similarly, although 
alcohol is a drug, it is also justly classified as a food. 
This ability of alcohol to yield energy for the support 
of the life processes is bound up with the vitamin and 
food deficiencies sometimes associated with chronic 
alcoholism. This section also contains evidence on the 
physiology or functional pathology of the phenomena 
of tolerance, habituation, and addiction. 


Absorption, Distribution, and Elimination of Alcohol 


Although alcohol may be taken into the body in 
various ways, the oral route is most frequently em- 
ployed. Once alcohol is drunk, it is absorbed directly 
from the stomach as well as from the small intestine. 
The maximum concentration in the blood from the 
drinking of 8 oz. (236.56 cc.) of whiskey occurs in 
approximately one hour. On the other hand, subse- 
quent slow but steady decrease occurs over a period 
of 12 hours or longer. The rapid rate of absorption, 
therefore, contrasts markedly with the slow elimina- 


From the Galesburg State Research Hospital. 


Ricuarp J. PLunkertr, M.D., Secretary. 


tion of alcohol from the body. The aleehol concentra- 
tions in the blood reflect approximately those in the 
various organs. Thus, alcohol remains in the brain for 
long periods after its entrance into that organ and 
continues to exert its effects. If we could do anything 
to retard the rate of absorption or to accelerate the 
rate of elimination, we would be able to hasten de- 
toxication of alcohol, a worthy aim in a patient with 
dangerous concentrations of alcohol. 

One reason why alcohol enters the blood stream so 
rapidly is that it does not require prior digestion but 
is absorbed into the blood as such. This characteristic 
of alcohol renders it a readily available source of 
energy. The rate of entrance of alcohol into the 
blood stream depends upon a variety of factors: the 
presence of food in the gastrointestinal tract, the rate 
at which alcohol is drunk, and the concentration of 
alcohol. Food is a deterrent, and milk, fat, and meat 
all slow the absorption of alcohol. On a full stomach, 
therefore, the reaching of the peak level in the blood 
is delayed, thus providing a longer period for the 
processes of elimination to occur. Similarly, a slow 
rate of drinking makes for a lower peak. Eight ounces 
of whiskey produces a much higher blood alcohol 
level when taken in a single dose than does 2'2 oz. 
(73.92 ce.) taken four times at intervals of three hours. 
The dilution of alcohol is another determining factor. 
Concentrations of alcohol of 50% (100 proof) or 
greater exert a depressant effect on absorption, a sort 
of local narcosis. In addition, high concentrations are 
irritating to the mucosa and evoke the secretion of 
mucus, which also delays absorption. But with small 
concentrations of alcohol, below 10%, absorption is 
again slowed by the low percentage of alcohol in the 
total volume ingested. It would seem, then, that con- 
centrations of alcohol of from 10 to 30%, as found in 
wines and highballs, provide the most rapid rate of 
the entrance of alcohol into the blood stream. 

After alcohol is absorbed from the gastrointestinal 
tract, it passes through the portal vein to the liver 
and then through the inferior vena cava to the heart, 
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lungs, and arterial blood. Some delay may, therefore, 
be expected until the alcohol enters the various organs. 
It has been demonstrated that the level of alcohol 
rises more slowly in the cerebrospinal fluid than in 
the blood; while the subsequent fall, signifying the 
elimination of alcohol from the cerebrospinal fluid, 
also lags behind that observed in the blood. 

As soon as alcohol reaches the tissues the various 
processes involved in the detoxication of alcohol are 
initiated. The oxidation of alcohol is by far the most 
prominent of these. Renal, pulmonary, and cutaneous 
avenues of elimination are less important. At most, 
10 to 12% of ingested alcohol is so eliminated. It is, 
therefore, seen that the greatest fraction of ingested 
alcohol is detoxified by oxidation, up to 98 to 99% 
when the volume of alcohol imbibed is small. Un- 
fortunately, from the viewpoint of detoxication, the 
metabolism of alcohol in the body is slow, approxi- 
mately 1 oz. (29.57 cc.) of whiskey per hour. 

Oxidation of Alcohol.—The over-all process by which 
alcohol is consumed vields carbon dioxide, water, and 
7 calories for each gram of alcohol oxidized. This 
process, however, can be segregated into three chief 
stages. These will be described as an aid in under- 
standing the action of alcohol in the body. 

Stage 1: The first stage in the oxidation of alcohol 
consists in the formation of acetaldehyde, and the 
evidence for this is well established. That this inter- 
mediary metabolite is the first step in the oxidation is 
borne out in many ways, for it appears in the blood 
only after alcohol is ingested. Its concentration, more- 
over, is increased to toxic levels with the use of 
disulfiram, as will be discussed later.’ 

We know that the chief site of alcohol combustion 
is in the liver. In muscle probably little of this reaction 
occurs. However, it is possible that the first step may 
take place, at least to a limited extent, throughout the 
body. Yet, hepatotoxic substances, destructive changes 
in the liver, and hepatectomy all diminish markedly 
the rate of elimination of alcohol from the body. 

Stage 2: The second stage includes the oxidation of 
acetaldehyde to acetic acid. The importance of this 
reaction is generally conceded, although the evidence 
for it is less convincing than that for stage 1. Probably 
most of the acetaldehyde formed in the body is trans- 
formed to acetic acid. Unlike the metabolism of 
alcohol, which is largely limited to the liver, that of 
acetaldehyde occurs not only in the liver but in other 
organs as well. Thus the liver is most important for 
the detoxication of alcohol.’ 

Stage 3: Finally, acetic acid and perhaps acetalde- 
hyde, too, are oxidized like most foodstuffs to carbon 
dioxide and water, a reaction that takes place readily 
throughout the body. It is probable that the brain can 
oxidize alcohol. Cerebral tissues transform 
alcohol to acetaldehyde as well as to acetic acid. From 
a quantitative point of view, however, any oxidation 
of alcohol by the brain is much less significant than 
that by the liver.’ 

Ceiling of Oxidation of Alcohol.—Experimental anal- 
yses have demonstrated that alcohol can supply 
energy to the body in place of carbohydrate and fat. 
In one such experiment a human subject was main- 
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tained at first on his usual diet containing protein, 
carbohydrate, and fat. Then the amounts of carbo- 
hydrate and fat were diminished while alcohol was 
added. It was found that alcohol supplied 500 calories 
that previously had come from other foods, but there 
is an upper limit to this oxidation, and, in that way, 
alcohol is unlike either carbohydrate or fat. This 
limitation is probably a reflection of the approximately 
constant rate of alcohol combustion referred to in 
the discussion of the elimination of alcohol. The high- 
est reported amount of alcohol metabolized in a single 
day is 300 gm., vielding 2,100 calories. It is true that 
such a yield in calories is sufficient for a sedentary 
individual. On the other hand, with increasing phys- 
ical exertion, the caloric requirements of the body 
are necessarily augmented beyond the resting values. 
Since the amount of alcohol oxidized cannot be raised 
above a level of approximately 300 gm. per day, the 
greater demands can be satisfied only by the utilization 
of carbohydrate and fat. 

Possible Acceleration of Alcohol Oxidation.—Be- 
cause the oxidation of alcoho] is the chief mode of 
detoxication, it would be a great advantage to be able 
to accelerate the process. The evidence on the effects 
of the administration of glucose and insulin, either 
singly or together, is not clear-cut. Some workers 
found an accelerating effect, while others failed to do 
so. A diet high in carbohydrate, however, appears to 
increase alcohol utilization, and the combined use 
of insulin and carbohydrate has been shown to have 
salutary results. Thus, it is not a direct effect of insulin 
but rather its stimulating action on carbohydrate 
metabolism that seems to be operative. The ingestion 
of proteins and their component amino acids may also 
accelerate alcohol combustion. In any event, it is 
well to note that a protein-free diet or fasting reduces 
markedly the rate of alcohol oxidation. 

There is evidence that the first stage in the oxidation 
of alcohol, the formation of acetaldehyde, is the slow- 
est and that this stage is accelerated by these food- 
stuffs. But how can we reconcile this statement with 
the observations that these substances do not uniformly 
hasten alcohol oxidation? It is obvious that they can 
do so only when the rate of alcohol combustion is 
below the maximum. When alcohol oxidation is pro- 
ceeding at its fastest rate, these foodstuffs can serve 
no further purpose in this respect. It is well to re- 
member, however, that an increase in the oxidation of 
alcohol is not necessarily a great factor. Nevertheless, 
the use of insulin and glucose has proved to be of 
practical value, perhaps because of a supportive ac- 
tion to metabolism during the narcotic depression 
produced by alcohol. 


Severity of Intoxication in Relation to Concentration 
of Alcohol in the Blood 


There is an advantage in determining the level of 
alcohol in the blood, for it is an objective measure- 
ment that aids in estimating the severity of intoxica- 
tion. To gauge the degree of intoxication by the 
symptoms alone is unsatisfactory, and even physicians 
fail to agree when using such a basis. Various tests 
for mental and physical impairment show that many 
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abstainers and moderate drinkers exhibit impairment 
when the levels of alcohol in the blood are between 
50 mg. per 100 cc. and 100 mg. per 100 cc. by weight. 
Even heavy drinkers who are habituated to alcohol 
show undesirable chonges with alcohol values above 
100 mg. per 100 cc. by weight; for example, they ex- 
hibit errors in practical driving tests. Clinical intoxica- 
tion is frequently seen at 150 mg. per 100 ce. or more, 
and these levels are not consistent with the safe opera- 
tion of an auto. Such observations afford a basis for 
the recommendations of the American Medical Asso- 
ciation Committee to Study Problems of Motor 
Accidents and the National Safety Council Committee 
on Tests for Intoxication: individuals with concentra- 
tions of alcohol in the blood above 150 mg. per 100 ce. 
or its equivalent in urine, saliva, or breath should be 
considered intoxicated. It is generally agreed that the 
equivalents mentioned are given by the following 
proportions or Comparative ratios: 

Urine : blood :: 1.20 to 1.30: 1 

Saliva : blood :: 1.3: 1 

Blood : Alveolar air :: 2,100: 1. 


These figures mean, for instance, that, when alveolar 
air is in equilibrium with the blood with respect to al- 
cohol, 2,100 ce. of alveolar air will contain as many mil- 
ligrams of alcohol as does 1 cc. of blood. Those persons 
with concentrations of less than 50 mg. per 100 cc. 
are not to be regarded as under the influence of 
alcohol, but those with concentrations between 50 mg. 
per 100 cc. and 100 mg. per 100 cc. should be judged 
according to the circumstances, including the results 
of physical examin tition. These injunctions have been 
widely adopted throughout the United States and 
have withstood the test of time. The figure illustrates 
these recommendations and depicts the ve'umes of 
whiskey or beer necessary to produce the values of 
50 mg. per 100 cc. and 150 mg. per LOO cc., respec- 
tively, in a person weighing 150 lb. (68 kg.). Most 
individuals are unmistakably drunk at levels of 200 
mg. per 100 ce. With a level of 350 mg. per 100 ce. 
everyone is intoxicated, and at 450 mg. per 100 cc. the 
intoxication is severe. Levels as low as 350 to 450 mg. 
per 100 ce. have caused death, while those above 550 
mg. are usually fatal in untreated patients. 


Tolerance, Habituation, and Addiction 


The interpretation of effects of alcohol levels in the 
blood, between 50 and 100 mg. per 100 cc., is neces- 
sarily questionable (see figure), because the phenom- 
ena of tolerance and habituation must be taken into 
consideration in relation to impairment of judgment 
and performance in driving an auto. Tolerance de- 
pends upon individual susceptibility, or rather resist- 
ance, and is inherent. Habituation differs from 
tolerance, as it is acquired by dint of practice. The 
facts on habituation are somewhat surprising. We 
know that the practiced drinker usually takes alcohol 
with fewer and less marked effects. Yet we find 
alcohol is absorbed more rapidly than in the abstainer, 
and, for that reason, the peak level in the blood tends 
to be higher. There is no reason to believe that alcohol 
enters the brain of the habituated individual more 
slowly or that he detoxifies the substance more 
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rapidly, whether by oxidation or by elimination 
through kidney, lungs, and skin. There is good evi- 
dence tor the conclusion, however, that habituation 
is an adaptive reaction whereby the central nervous 
system reacts to a lesser degree as a result of exposure 
to alcohol (for a given concentration of alcohol the 
intoxication is more severe when the blood level is 
rising than when it is receding). Moreover, a single 
dose of alcohol provokes such signs of intoxication as 
incoordination, which gradually becomes less severe 
with time, but with successive doses each dose again 
intensifies the signs of acute alcoholism, which again 
disappear despite the higher levels of alcohol. 
Addiction can occur even in individuals with tol- 
erance or habituation. Addiction is made manifest by 
the effects of the withdrawal of alcohol that produce 
such serious disturbances that they constitute a prob- 
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Drinking limits for motorists are shown in percentages of alco- 
hol in the blood of a person weighing 150 Ib. (68 kg. ). Relation- 
ship of alcohol levels to the prognosis and to behavior, especially 
in terms of ability to drive an automobile, is shown. 


lem both for the individual concerned and for others. 
The results of withdraw’! may be moderate, such as 
a craving for alcohol, anxiety, weakness, tremor, and 
perspiration, but they may also be of more grave na- 
ture and include anorexia, nausea, vomiting, fever, 
tachycardia, convulsions, hallucinations, and delirium 
tremens. The phenomenon of addiction involves both 
psychological and physiological factors. 

Alcoholic beverages provide a tension-reducing de- 
vice. Because alcohol works most strongly against the 
higher functions of the brain, anxiety is diminished. 
The addicted individual seeks more and more fre- 
quently the use of alcohol to overcome his intolerance 
to frustration and finally does so to the exclusion of 
other more accepted methods to obtain this relief. It 
is also probable that the physiological reaction of the 
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person addicted to alcohol is changed. This applies to 
all cells of the body, but particularly to those of the 
brain cells. They act as if they have become adapted to 
alcohol, so that alcohol assumes the characteristic of a 
foodstuff required by the cells. A need for alcohol 
has been created as a result of excessive drinking. After 
withdrawal, we therefore observe the many signs of 
malfunction listed above. Thus, delirium tremens is 
regarded as a manifestation of a withdrawal syndrome. 
Some clinical observations and experimental results 
on human beings support this conclusion.” Many 
psychiatrists, however, hold that delirium tremens is 
not an abstinence syndrome, but rather an acute 
psychosis developed during drinking. According to 
this generally held viewpoint, the treatment is to with- 
draw alcohol abruptly and prescribe another depres- 
sant drug, usually a barbiturate. The former concept, 
however, suggests that the acute episode is to be ter- 
minated by the administration of alcohol. After the 
acute phase has been managed in this manner, a 
gradual withdrawal of alcohol can be instituted. I 
feel, however, that the management with nonalcoholic 
depressants is the less difficult one. Perhaps both 
viewpoints are correct, and there may be two different 
etiologies for syndromes that seem to be indistinguish- 
able in their symptomatology.” 

Effects of Alcohol on Blood Constituents.—One ai- 
teration of imbibition of alcohol is a decrease in the 
alkali-binding power of the blood. This decrease re- 
sults in an acidosis because the depression of the 
brain, including that of the respiratory centers, impairs 
respiratory exchange so that the pulmonary elimination 
of carbon dioxide is diminished. The decrease in the 
alkali reserve is brought about by the accumulation of 
lactic acid. Because of the slow rate of alcohol oxida- 
tion, excessive values of lactic acid are observed not 
only in the acute phase but also during the hangover. 
A raised level of acetaldehyde probably plays an im- 
portant role both in the toxicity of the acute phase of 
alcoholism and in the hangover when the individual 
suffers from headaches and gastritis. He is also nau- 
seated and dizzy. The dizziness is often accompanied 
by a nystagmus and may be a result of the direct ac- 
tion of alcohol on the brain and the vestibular 
mechanism. Thus, there are both central and local 
causes for the emesis that so frequently accompanies 
alcoholic excesses. The thirst that is characteristic of 
the hangover is due to loss of fluids by vomiting, 
urination, and shifts of the water balance within the 
body. 

Narcotic Action of Alcohol.—The action of alcohol 
on the brain is not entirely understood, but it probably 
interferes with synaptic transmission, for the break 
in continuity between one neuron and the next is the 
most vulnerable point in the transmission of the nerve 
impulse. How alcohol acts to inhibit transmission is 
not known. Is its first effect to depress energy pro- 
duction or to diminish physiological function? It has 
been shown that alcohol reduces the nerve impulse 
before decreasing oxygen consumption. Observations 
indicate further that moderate degrees of inebriation 
can take place without any measurable diminution of 
cerebral metabolic rate, although deep alcoholic coma 
is always associated with a marked decrease of brain 
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metabolism. Thus, it would seem that the effects of 
depression of the cerebral metabolic rate are the last 
in a series of changes that may be initiated by depres- 
sion of function. Another fact against the theory of 
primary action on metabolism is that small concentra- 
tions of alcohol stimulate oxidations in excised cerebral 
tissue and alcohol produces its characteristic behav- 
ioral effects in such concentrations. Thus, the chief 
reason that alcohol is ingested is to depress the brain 
and to blunt the mind. It is because of these actions 
that alcohol is included among the central nervous 
system depressants. 

Pattern of Alcohol Depression.—I have already re- 
ferred to the fact that alcohol in very small concentra- 
tions may stimulate tissue metabolism. Similarly, it 
may act as an excitant; yet, in adequate doses, alcohol 
is always a depressant. With depression, however, of 
higher functions such as judgment and memory that 
are capable of reinforcing and inhibiting the action of 
the lower parts of the brain, the lower parts of the 
brain are released from higher control. We see the 
same sort of release in the excitement stage of ether 
anesthesia. Thus, the excitement frequently seen in an 
intoxicated individual is a release phenomenon due 
to depression of the highest brain functions. We may, 
therefore, come to the conclusion that alcohol is a 
depressant and could be used, for example, as a gen- 
eral anesthetic agent if dosages adequate for the induc- 
tion of anesthesia were not dangerously near those 
dosages causing respiratory and circulatory collapse. 

The depression of the higher centers renders the 
patient less aware of environment, both internal and 
external. This alters the reaction of an individual to 
stimuli and may explain the inconsistent results re- 
ported in literature on the effect of alcohol on the 
threshold of pain. It is probable that pain is still 
felt but, due to alcohol, becomes relatively unimpor- 
tant. Taken from this point of view, namely that of 
altering the reaction to painful and other stimuli, 
alcohol may be regarded as a prototype of such tran- 
quilizing drugs as the phenothiazine derivatives and 
has an important use in allaying anxiety. Because the 
higher functions are involved more profoundly, com- 
plex reactions are more deeply affected by alcohol 
than are other simple reflexes; judgment, memory, and 
learning suffer first in the alcoholic. Such differential 
changes are seen in a stenographer’s typing, for alcohol 
decreases speed of typing but little, yet the errors be- 
come more numerous. Thus, in many ways, alcohol 
has the characteristics of a general anesthetic agent, 
and, in accordance with the description of Guedel of 
ether anesthesia, the first effects are observed on the 
cortical functions. All parts of the brain are necessarily 
affected, but the symptomatology reveals that the areas 
most deeply involved are those participating in a proc- 
ess starting in the cortex and gradually descending 
to envelop the entire brain, including the medulla. 
When, in addition to supramedullary areas, the me- 
dulla is finally inhibited, including the respiratory, 
cardiac, and vasomotor centers, the patient is indeed 
in a precarious condition. 

The treatment of acute poisoning due to alcohol 
must be sharply divided into two categories, according 
to whether the patient is excited or in a coma. The 
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treatment of excitement requires the use of depressant 
drugs, and here we have a vast array of the well- 
known depressants, such as the barbiturates, paralde- 
hyde, chloral hydrate, or the new tranquilizing drugs, 
such as chlorpromazine, reserpine, azacyclonol hydro- 
chloride, and meprobamate.’ None of these drugs can 
be administered without some risk to the patient, but, 
by using more than one drug simultaneously and ob- 
taining a potentiating action, smaller, less risky doses 
can be employed. The administration of a tranquilizing 
drug by itself may not calm a badly disturbed patient 
with delirium tremens, but, when it is given with one 
of the depressants, the patient can be quieted and af- 
forded the sleep necessary to initiate his improvement." 

Alcoholic coma may lead to death and must be re- 
garded as a medical emergency. The administration 
of saline solution intravenously will help to replace the 
fluid loss in the dehydrated patient and reestablish the 
electrolyte pattern of the blood. The inclusion of dex- 
trose and vitamins in the intravenously given infusion 
and the use of insulin may accelerate detoxication, 
and these drugs are of general supportive value to 
the patient. The administration of fructose has also 
been found valuable. If the patient's respiration is dan- 
gerously depressed, the making of a patent airway and 
the use of artificial respiration may be lifesaving. 
Whether analeptics are to be prescribed is a debated 
matter, although inhalation of 10% carbon dioxide in 
oxygen and injections of amphetamine phosphate and 
pentylenetetrazol (Metrazol) have been recommended. 


Treatment with Disulfiram 


Disulfiram, introduced by Jacobsen, is widely used 
and is obtainable in tablets of 0.5-gm. strength. This 
substance may produce in susceptible individuals un- 
desirable effects such as lassitude, dizziness, inter- 
ference with taste, and reduced sexual potency, as well 
as changes in the electroencephalogram. Rarely, psy- 
chotic reactions are observed in predisposed individ- 
uals who, for example, are on the border of a psychotic 
episode or who suffer from brain injury. On the whole, 
however, these undesirable effects are infrequent and 
respond rapidly to a decrease in dosage. The majority 
of individuals do not exhibit these idiosyncratic reac- 
tions. The characteristic actions of disulfiram are ob- 
served when alcohol is imbibed by an individual who 
is under disulfiram treatment. The effects are rapid 
and dramatic and make the patient feel so uncomfort- 
able that they discourage any further drinking. There 
is subjective dyspnea, nausea, vomiting, palpitation of 
the heart, and flushing followed by pallor as the level 
of the blood pressure falls. Today, in most instances, 
however, the actual practice dose of alcohol is not ad- 
ministered to a patient receiving disulfiram. It is 
enough for the physician to warn the patient of the 
unpleasant consequences of his breaking the alcoholic 
prohibition. 

The toxic effects are largely due to interference with 
the removal of acetaldehyde. Acetaldehyde is formed 
as usual, but it accumulates as its combustion is in- 
hibited. Normally stage 1 is the slowest phase of 
alcohol oxidation. With disulfiram, however, stage 2 
becomes even slower. As a result, the level of acetal- 
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dehyde increases in the blood, and this abnormal prod- 
uct produces toxic changes. In general, it is felt that 
acetaldehyde acts like a sympathomimetic drug, relax- 
ing the bronchial musculature and stimulating the 
heart rate. Epinephrine also evokes a rise followed by 
a fall of the blood pressure level. With the administra- 
tion disulfiram, however, the increase of the blood 
pressure level is for a comparatively brief period, while 
the reduction is more enduring. 

There are certain contraindications to the use of 
disulfiram. Patients who have diabetes or epilepsy 
that is under good drug control may take disulfiram 
with impunity. Hepatic disease is not necessarily a 
contraindication. It is a wise precaution, however, to 
withhold administration of disulfiram from a patient 
who is on the brink of developing a psychosis. Cer- 
tainly one would hesitate to perform a test reaction 
on a patient with cardiovascular disease. For similar 
reasons, debilitated and aged individuals should be 
discouraged from taking this drug. 


Comment 


The argument of this article is that, although alcohol 
affects every organ in the body, we drink it mainly for 
its action on the brain. Alcohol is chiefly a brain de- 
pressant and seems to act from above downward. 
Cortical functions are inhibited first and then those of 
lower areas, so that the medulla oblongata is the part 
affected last. Thus, the more complex faculties of 
judgment, memory, learning, self-criticism, and en- 
vironmental awareness are the first to be impaired. 
Similarly, the influence of the cortex upon lower brain 
areas is diminished, and their release from cortical 
control is evident in the excitement characteristic of 
one phase of alcoholic intoxication. A mild degree of 
cortical depression serves as the relief from the cares 
of the day and secures relaxatfon before dinner. A 
drink before bedtime may break a vicious cycle, so 
that one need not take his troubles to bed. Similarly, 
alcohol facilitates interpersonal relationships and _per- 
forms many other valuable services. 

On the other hand, when alcohol is not taken as a 
temporary relief but is used instead of more appropri- 
ate methods to resolve difficulties in an individual's 
environment, whether at work or at home, or when 
drinking is due to inner conflicts, as in a person with a 
schizophrenic personality, the drinker invites further 
trouble. He is then on the road to chronic alcoholism 
and may finally become an addict. It is not alcohol but 
the way that we use it that determines its value to us. 


The figure is reproduced with permission from Harger, R. N., 
and Hulpieu, H. R.: Pharmacology of Alcohol, in Alcoholism, 
edited by G. N. Thompson, Springfield, Il., Charles C Thomas, 
Publisher, 1956, chap. 2. pp. 103-332. 
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ALCOHOLISM 
GUEST EDITORIAL 


Marvin A. Block, M.D. 
Chairman, Committee on Alcoholism. 


A step toward the eventual solution of one of the 
nation’s most perplexing public health problems, alco- 
holism, was taken in Seattle at the clinical meeting of 
the American Medical Association last November. 
There, the House of Delegates approved a resolution 
urging that all cooperative patients with a diagnosis 
of alcoholism be admitted without prejudice to gen- 
eral hospitals. Additionally, the House of Delegates 
recommended that the resolution be brought to the 
attention of the A. M. A. Council on Medical Educa- 
tion and Hospitals, the American Hospital Association, 
and the Joint Commission on Accreditation of Hos- 
pitals for purposes of implementing educational ap- 
proaches to problems of alcoholism. This resolution, 
which was submitted through the Board of Trustees 
by the Council on Mental Health and its Committee 
on Alcoholism, was published in its entirety in the 
Oct. 20, 1956, issue of THe JOURNAL. 

Chronic alcoholism in the United States has reached 
the alarming degree where it directly affects about 20 
million people, who are the families of alcoholic pa- 
tients, estimated at almost 5 million. Indirectly, every 
man, woman, and child in the United States is affected 
sociologically, psychologically, and economically by 
this problem. For many years, the problem of coping 
with alcoholism was left for the most part to law en- 
forcement, religion, and the social agencies of the 
country. Only comparatively recently has the public 
begun to accept it as a disease entity that requires 
medical attention. This offers to the medical profession 
a challenge it cannot ignore. 

This issue of THE JoURNAL contains the second of a 
series of articles dealing with alcoholism (page 545). 
Two additional papers of this series, “The Psychiatric 
Treatment of the Alcoholic” and “The Sociological 
Aspects of Alcoholism,” will appear in subsequent 
issues. The series is designed to give the practicing phy- 
sician specific information for use in treating the alco- 
holic patient. The papers will eventually be combined 
into a pamphlet to be distributed to physicians upon 
request. However, the interest, patience, devotion, 
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and understanding required to treat such patients 
successfully cannot be described in a paper. These 
qualities must be supplied by the physician from the 
same source that motivated him originally to choose 
his profession and from the ideals and courage that 
helped him through his years of training. 

Some physicians may be reluctant to accept alco- 
holism as a disease. They, along with many of the 
general public, may feel there is a moral issue in- 
volved in excessive drinking. In some cases this could 
be true. However, when problem or compulsive drink- 
ing is involved, it is the obligation of the physician to 
make the differentiating diagnosis and treat it as the 
disease it is. 

Heretofore, unfortunately, when a physician was 
willing to treat such patients, he often lacked the 
specific knowledge necessary to render the most 
efficient type of service. Many hospitals, where these 
men had trained, did not admit alcoholic patients, and 
other sources for such training were not easily avail- 
able. Literature was difficult to obtain and sometimes 
confusing. This made treatment difficult and frus- 
trating. 

With the passage of the new resolution, however, 
it is hoped that this situation will be changed. The 
American Medical Association has accepted alcoholism 
as a disease that should be treated by a physician in 
a hospital setting when necessary. This will help re- 
move the stigma heretofore so often attached to this 
diagnosis. It will give medical students and student 
nurses an opportunity to see and deal with these 
people. It will allow interns and residents to observe 
and share in treatment of these patients, who exist 
everywhere. With this will come understanding of 
and familiarity with the problem and knowledge of 
how to deal with it. New physicians entering private 
practice will no longer lack the experience of treating 
alcoholics. No more will subterfuge be necessary to 
gain admission for such patients to general hospitals, 
where they will not be either ostracized or segregated. 

Of course, there may be some areas that will resist 
this type of service. However, it is hoped that even- 
tually the concurrent work of the Joint Commission 
on Accreditation of Hospitals, the American Medical 
Association, and the American Hospital Association 
will cause such resistance to fade. 

As with many other diseases that in the past were 
neglected, alcoholism will take its place, recognized 
by the physician as within his province—indeed, his 
duty—to treat with the same studiousness, devotion, 
and interest he has given his other work. As with other 
illnesses, this interest will stimulate study and re- 
search. The history of medicine is highlighted with 
conquests of many serious diseases, once the physician 
has accepted their challenge. The future may well see 
alcoholism as one of them. 


THE COST OF MEDICAMENTS 


Despite the fact that newer drugs assist the physi- 
cian in curing a patient's illness much more rapidly, 
effectively, and without the dangerous side-effects as 
in the past, both the public and the medical profession 
still question the relative rise in the cost of treatment 
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by prescription. The rise must be called relative, rather 
than actual, when one considers the economy resulting 
from the reduced number of days that therapy is 
required, the fact that hospitalization is no longer 
needed in many cases, and the decreased number of 
visits that must be made by, or to, the family physi- 
cian for each illness. 

The major determination of a drug’s price is the 
previous cost of the research behind the finished 
product. Whether it be a completely new idea or an 
improvement on some established drug, much time, 
personnel, and equipment are required just to prepare 
the medicament for experimental marketing. After in 
vitro trials, there must be extensive in vivo testing, 
performed by clinicians using quantities of the drug 
manufactured by processes not having the advantages 
of mass production, therefore at a much greater than 
normal cost. 

If and when the medicament has been proved 
worthy of inclusion in the therapeutic armamentarium, 
then the manufacturer must supply the tremendous 
capital to build such techniques as will allow mass 
production on a practical basis. After volume produc- 
tion is obtained, the third major factor controlling 
the price of a drug is volume sales. The more of a 
product that is sold, the less the actual profit margin 
that need be taken to insure a fair return on an 
original investment. When there is mutual agreement 
as to efficacy, widespread use of an ethical drug de- 
pends strictly on the practicing physician. He must 
be informed of its existence, thoroughly understand 
its pharmacology, and then be enticed to put it to 
trial with his own patients, so that he is able to eval- 
uate his own experiences. 

Most physicians learn of new products by scientific 
papers, medical meetings, and directly from the 
pharmaceutical house manufacturing the product. This 
last means of communication, advertising, is probably 
the least understood. It has often been said that drugs 
could be sold for much less if the cost of advertising 
were not added to the original cost of preparation. 
This fallacy should be dispelled. Most ethical drug 
firms spend an average of 5% of the retail sales to 
inform the medical profession of their products. If the 
cost of advertising were eliminated completely, a 
50-cent capsule could then retail for about 48 cents. 
Unfortunately, this elimination of advertising cost pre- 
cludes the means necessary to produce the volume 
sales without which the cost of the capsule could not 
have been brought down to the 50-cent selling price. 
In other words, the mass-produced and widely used 
capsule is the eventual result, rather than the cause, 
of advertising to the medical profession. 

One unusual aspect of medical advertising is that 
it is not even directed toward the actual consumer. It 
must be presented to the physician who does the selec- 
tion for the eventual buyer. This in itself should 
eliminate the fallacious or sensational modalities usual- 
ly reserved for those without the discriminating powers 
that are derived from scientific training and observa- 
tions, 

Lastly, there is the factor of competition. The 
physician will always consider the matter of price 
to his patient, if there is any clinically satisfactory 
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choice open to him. Pharmaceutical manufacturers, 
as in any other business, always vie with each other 
to produce their product at a lower price, consistent 
with quality. The end-result is usually price stabiliza- 
tion at the lowest possible level. 

Today, the price a patient really pavs for his medi- 
cine is far less than in the past. Physicians knowing 
the actual facts concerning the cost of the medicaments 
can pass on the benefits of this knowledge to patients. 


COMPULSORY BLOOD TESTING 


Legal requirements for premarital and_ prenatal 
serologic blood testing should not be rescinded until 
all the many questions for and against such legislation 
have been answered by a sound epidemiologic study, 
according to a panel of eminent dermatologists and 
public health representatives. 

Dr. Charles R. Rein, chairman of this special sym- 
posium at the recent meeting of the American Acad- 
emy of Dermatology and Syphilology, called the panel 
“an unofficial expert committee to evaluate the medical 
and economic value of this existing legislation.” All 
but seven states now have some form of compulsory 
blood-testing program. In discussing all aspects of the 
subject, Dr. Rein mentioned the New York state study 
of 1954, which indicated the cost per infectious case 
discovered to be about $30,000. This same study 
showed that only one new infectious case of syphilis 
was found per 10,000 persons examined. In contrast, 
Dr. Rein then referred to the increasing cases of 
syphilis being reported, especially among young peo- 
ple. Many persons with cases never officially reported 
might well have had no treatment, or inadequate 
indirect treatment, until discovered by compulsory 
blood testing. Discovery of disease at the time of mar- 
riage might avert family tragedy, as well as stop the 
spread of the infection. 

Citing experience at the University of Michigan 
Hospitals, Dr. Arthur C. Curtis showed that, in 1955, 
less than 2% of those screened by serologic testing 
manifested a positive reaction for syphilis, as compared 
to over 5% in 1945, At the same time, by the concurrent 
use of the Treponema pallidum immobilization test, 
in over half of these persons the seropositive reactions 
were proved to be biologic false-positive reactions. 

According to Dr. Nicholas J. Fiumara, armed forces 
studies revealed that, of every five persons with posi- 
tive blood tests discovered on induction, two needed 
treatment. On separation from military service, of 
every five who had a positive serologic test, one was 
in need of treatment, either because the case had been 
unknown previously or because inadequate therapy 
had been given. 

When one is considering industry and preinsurance 
examinations, blood testing should be part of the rou- 
tine, according to Dr. Harold J. Magnuson. He cited 
evidence of such procedures not only protecting the 
public health but also protecting the patient and the 
financially interested third party—the employer. At 
the same time that Dr. Magnuson stressed the con- 
fidentiality of such an examination, he also cited the 
employer’s liability in the event of future diagnosis. 
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Dr. Adele C. Shepard reviewed the original prin- 
ciples behind the legal compulsion to have blood tests 
and stressed that, while education and marriage coun- 
seling should be part of the required premarital ex- 
amination, she felt this most important aspect was 
being ignored in favor of simple legal compliance. Dr. 
Shepard further questioned the case-finding value of 
laboratory testing without the follow-up of clinical 
evaluation. In New Jersey, in 45,000 tests performed 
in one year, 310 persons with positive results were 
found, and, of these, 104 needed some form of treat- 
ment or retreatment. Eighteen of the original 45,000 
persons had early clinical syphilis. 

Concluding the panel discussion, Dr. Clarence A. 
Smith, chief of the venereal disease division of the 
Public Health Service, presented evidence that, in 
states where compulsory blood-testing laws exist, there 
is a continued downward trend in morbidity due to 
syphilis. Of great importance, in states with a rising 
infant mortality due to syphilis, there was an immedi- 
ate and marked decline of this mortality after the 
introduction of compulsory blood testing. 

In general, it was this panel’s assumption, not proved 
fact, that compulsory blood-testing laws have con- 
tributed to the reduction of morbidity due to syphilis. 
It was also believed that such laws brought many per- 
sons to necessary medical care who would never have 
sought it. However, careful epidemiologic studies, not 
assumed theories, are urgently needed to either con- 
firm or refute the value of the compulsory blood test. 


STANDARD NOMENCLATURE OF 
DISEASES AND OPERATIONS 


The philosophy of the Standard Nomenclature of 
Diseases and Operations is a concept of a nomen- 
clature scientifically designed and arranged, which 
can easily be kept current with the advancements of 
medical science and yet meet the needs of physicians 
in their office and hospital practices. This concept is 
basic to the purposes of the nomenclature. 

A major purpose for the development of the Stand- 
ard Nomenclature of Diseases and Operations was the 
need for a common language for the statement of 
diagnostic terms and for a means or system whereby 
diagnoses could be suitably recorded without duplica- 
tion and contusion. The common language selected 
consisted of those terms, expressive and descriptive of 
the disease, the meaning of which would be clear and 
specific and which could be accepted universally with- 
out ambiguity. To accomplish this, all duplicate and 
unnecessary terms and eponyms were eliminated. With 
this common term approach and without ambiguity. 
communication between physicians is enhanced, and 
the comparison of clinical experiences between in- 
stitutions becomes sound, is easily encouraged, and is 
attainable as uniformity and accuracy of clinical ex- 
pression are prescriptive and customary. 

In fact, the Standard Nomenclature describes clearly, 
with definitiveness and with the greatest possible pre- 
cision, the main characteristic about every disease. It 
does this with a clarity that far surpasses words and 
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with unambiguity by means of a specific code number 
for each disease—a code number in which each digit 
conveys a factor without confusion. 

A virtue of the Standard Nomenclature of Diseases 
and Operations is that it never departs from its basic 
philosophy and purposes. Its principles of construction 
and use are held inviolate. Despite pressure for devia- 
tion, all additions, changes, and deletions must have uni- 
versal acceptance before adoption, and then only if such 
action is in conformity with the basic philosophy and 
purposes and the need of the physician in his practice. 

It is recognized that special professional groups have 
vested interests, but the primary interest of the Stand- 
ard Nomenclature of Diseases and Operations is clini- 
cal. This does not mean that the needs and desires of 
specialty groups cannot be accommodated within the 
basic principles of the nomenclature. 

The size of the volume and the number of terms it 
contains are large but to reduce either would defeat 
the basic philosophy. Terminology is not static. It is 
necessary to carry some terms over from the past into 
the present and lay the groundwork for the future. 
The nomenclature is always in a state of evolution, but, 
as the principles of the construction and use of the 
Standard Nomenclature are scientifically conceived 
and followed, the changes that occur as a result of the 
advancement of medicine are readily incorporated and 
are also in harmony with the needs of the majority. 

At present, the Standard Nomenclature of Diseases 
and Operations is the nomenclature in use in approxi- 
mately 85% of the hospitals listed by the American 
Hospital Association.’ Its use by physicians and group 
practice clinics is increasing daily. This almost uni- 
versal acceptance of the Standard Nomenclature of 
Diseases and Operations is a recognition of its adapt- 
ability to the needs of the practicing physician. The 
size and volume of the services of physicians or hos- 
pitals have no relationship to the employment of a 
nomenclature that is clear, specific, and not misleading. 

Most hospitals and physicians using the nomen- 
clature in their record departments for statement of 
diagnosis use the classification for the recording ot 
these diagnoses as well. The classification, being a 
clinically based numerical system, has all the simpli- 
fication and amplification advantages of a numerical 
code system. It is easily accommodated to a private 
physician's office, a 10-bed hospital, or to a 1,000-bed 
specialized research medical center. The Standard 
Nomenclature classification is not a statistical one. It 
is a Clinical classification, in which entities and code 
numbers are specific, without duplication and ambi- 
guity. Its use therefore, as a statistical classification is 
an incorrect application and is not recommended. 
However, it is obvious that no statistical classification 
for recording of morbidity or mortality is any better 
than the base statistics used. If the base statistics used 
are formulated upon a set of diagnoses that are not 
specific but contain duplicate and ambiguous terms, 
the resultant analyses are invalid and not comparable. 
For the accurate and effective reporting of morbidity 
and mortality statistics, the use of the Standard Nomen- 
clature for statement of diagnoses for inclusion in the 
basic data to be compiled is imperative. The final 
analysis is not better than the basic data. If the basic 
data are incorrect, the analyses are equally so. 
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ORGANIZATION SECTION 


SCIENTIFIC ASSEMBLY—NEW YORK MEETING 
JUNE 3-7, 1957 


The Council on Scientific Assembly has arranged for 
three sessions of the Section on Miscellaneous Topics 
for the New York Meeting with appointment of the 
following officers: 

Allergy 
Carl E. Arbesman, M.D., Buffalo, Co-chairman. 
Ethan Allen Brown, M.D., Boston, Co-chairman. 
Clarence Bernstein, M.D., Orlando, Fla., Secretary. 

Trial Demonstrations on the Use of Chemical Tests for 
Intoxication 
Herman A. Heise, M.D., Milwaukee, Chairman. 
Alexander S. Wiener, M.D., Brooklyn, N. Y., Sec- 

retary. 

Effective Presentation of Medical Information 
( Lectures, lantern slides, use of microphones, motion 

pictures, television, scientific exhibits ) 

Elbert DeCoursey, Brigadier General, M. C., Fort 
Sam Houston, Texas, Chairman. 

Coye Mason, M.D., Chicago, Secretary. 

Each of the 20 sections of the Scientific Assembly 
has arranged a group of exhibits dealing with its own 
branch of medicine. In addition, several special fea- 
tures have been arranged and committees have been 
appointed for the purpose. 

Special Exhibit on Fractures 
Ralph G. Carothers, M.D., Cincinnati, Chairman. 
Harry B. Hall, M.D., Minneapolis. 

Charles V. Heck, M.D., Chicago 
Special Exhibit on Fresh Tissue Pathology 

(Sponsored by the Section on Pathology and Phys- 

iology ) 

Samuel A. Levinson, M.D., Chicago, Chairman. 

With the cooperation of the New York Pathological 

Society. 

Special Exhibit on Pulmonary Function Testing 
(Sponsored by the Section on Diseases of the Chest ) 
George R. Meneely, M.D., Nashville, Tenn, Chair- 
man. 

Maurice S. Segal, M.D., Boston. 

John H. Seabury, M.D., New Orleans. 

James J. Calloway, M.D., Nashville, Tenn. 

Burgess L. Gordon, M.D., Philadelphia, ex officio. 

Edwin R. Levine, M.D., Chicago, ex officio. 

Exhibit Symposium and Question-and-Answer Con- 
ference on Foods and Nutrition 
Clement A. Smith, M.D., Boston, Chairman. 
William J. Darby, M.D., Nashville, Tenn. 

George R. Cowgill, Ph.D., New Haven, Conn. 

Philip L. White, Sc.D., Chicago. 
Question-and-Answer Conference and Exhibit Sym- 

posium on Perinatal Mortality 

(Sponsored by the Sections on Obstetrics and 

Gynecology and on Pediatrics ) 


George M. Wheatley, M.D., New York, Chairman. 
Peter Gruenwald, M.D., Jersey City, N. J. 
John Mclver, M.D., Quincy, Mass. 

Exhibit Symposium on Arthritis and Rheumatism 
John W. Sigler, M.D., Detroit, Chairman. 
Donald F. Hill, M.D., Tucson, Ariz. 
L. Maxwell Lockie, M.D., Buffalo. 

“A P. E. for Every M.D.” 
(Physical examinations for visiting physicians, in- 
cluding electrocardiograms, chest x-rays, eye exami- 
nations, and x-rays of the gastrointestinal tract. The 
demonstrations are sponsored by the Section on 
General Practice with the assistance of the General 
Electric X-Ray Corporation, National Society for the 
Prevention of Blindness, American Cancer Society, 
and the National Tuberculosis Association. ) 
Charles E. McArthur, M.D., Olympia, Wash., Chair- 
man. 


REPEAT MISSIONARY TELECAST 


Overwhelming response from physicians, church- 
men, and the general public has prompted March of 
Medicine to repeat its hour-long documentary on mis- 
sionary medicine Tuesday, March 5, at 9:30 p. m. EST 
over the NBC television network. This latest in the 
television series, produced and sponsored by Smith, 
Kline & French Laboratories in cooperation with the 
American Medical Association, is called “Monganga,” 
the word meaning “white doctor” in tribal dialect. 
Originally televised Nov. 27, it brought a heavy flow 
of enthusiastic letters, telegrams, phone calls, and per- 
sonal messages, many asking that the program be tele- 
vised again. The show chronicles the daily labors of 
one African missionary, Dr. John Ross, as an “illustra- 
tion of the work American doctors are doing for sick 
people all over the world.” John Gunther, author of 
“Inside Africa,” is the principal commentator for the 
program, providing background on Africa and on the 
work of the medical missionary. 


“HOME CARE” INFORMATION AVAILABLE 


Because of increased interest among medical socie- 
ties in organized “home care” programs—such as the 
one inaugurated by Montefiore Hospital, New York, 
several years ago, the A. M. A. Council on Medical 
Service recently undertook a study of existing programs 
throughout the country. The new study includes in- 
formation on the organization, development, financing, 
medical services provided, and problems encountered 
in the various home care programs. Any medical soci- 
ety desiring further information should contact the 
Council. 
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MEDICINE AND THE LAW 


EXPRESSING OPINIONS AS TO FORMER TREATMENTS 


Irwin Alper, LL.B., M.D., Utica, N. Y. 


My earliest recollection of the family physician was 
at about age 5 during one of my periodic bouts with 
tonsillitis. | recall the goateed doctor as he came into 
the house with a bustle of activity. He dropped his pro- 
fessional bag on a table and with a sweeping gesture 
picked up a bottle of a yellow liquid medicine that an- 
other physician had prescribed for me when he was 
unavailable, sniffed at it several times, and then. as 
though in anger, flung it out of the window saying. 
“Poison, that’s what it is, it's a wonder he didn't die 
of poison!” I recall now the awe and admiration with 
which my poor bewildered parents viewed the scene 
and the fear that it instilled in me. | remember that 
the new medicine that he gave me was different in 
color though suspiciously similar in taste. | thought of 
him as a wonderful person and how fortunate we were 
to have had him as our family physician, but was given 
food for thought when my father said to me, “There 
is an old Hebrew Proverb which states that “Even lite 
and death is often within the power of one’s tongue! ~ 

This scene occurred a long time ago. The court cal- 
endars were not cluttered then with all kinds of tort 
actions, for automobiles were scarce, and malpractice 
was then not even a word in the dictionary. How the 
times have changed! Today that outburst by my fam- 
ily physician might well have had one or both of the 
tollowing results: (1) an action against the first doc- 


Claims Cases on Court Calendar in New York, 1954 and 1955 


Reported during the year 


tor by my parents alleging malpractice, and (2) an 
action by M.D. no. 1 against M.D. no. 2 for libel and 
slander. Failure in the malpractice suit might well have 
predicated success in the slander suit, 

There is a great deal written today about crowded 
court calendars. In fact, in some jurisdictions a case 
may not be called for trial for three to four years after 
it is filed. We find also that in the great number ot 
cases filed today there is an ever-increasing number of 
malpractice suits against physicians and surgeons and 
perhaps an even larger number of claims that do not 
get as far as being filed for trial. Thus, the report of 
the Malpractice Insurance and Defense Board" states 
that there were 456 new suits and claims filed in the 
New York state courts in 1951, and 377 suits and claims 


closed, Similarly, in 1952, 509 new suits were filed and 
467 closed. For the years 1954 and 1955 the statistics 
for New York state * were as shown in the table. 

The statistics show that there was an average of 
about 500 claims and suits filed and 400 disposed of 
against physicians and surgeons for the years 1951, 
1952. 1954. and 1955 by the Malpractice Insurance 
and Defense Board and its carrier. This does not in- 
clude claims made against uninsured physicians or 
those insured by another carrier. If one were able to 
estimate the number of the latter and add that to the 
figures listed above, the total number of suits and 
claims against physicians and surgeons by patients 
would be very large indeed. 


Secondary Causes of Claims and Suits 


\Miany studies have been made to determine and 
correlate the motivating factors that produce malprac- 
tice suits and claims. They were not all found to be 
motivated by the thought of easy gain or the avoid- 
ance of paving a doctor's bill. There are those that are 
based on ma!treatment and negligence: the sponges 
and forceps left in the abdomen, the severed nerve 
overlocked when lacerated tendons are sutured, the 
avoidable anesthesia accidents, and other such inci- 
dents that create legal liability. And there are the cases 
that are breught about by “the speech of people,” 
often those peeple who should know better, such as 
other doctors. nurses. and lawyers, 

The New York State Malpractice Insurance and De- 
fense Board reviewed 500 claims in 1953 for the pur- 
pose of determining the secondary causes that persuad- 
ed some patients to file a suit. They found that in 81 
of those 500 cases the secondary causes of suits were 
sufficiently clear to classify them.’ In 37% of these 
cases the patients suing were doctors, lawyers, or 
nurses or were urged to sue by friends or relatives who 
were members of these professions. Suits of doctors to 
collect fees from dissatisfied patients (who presumably 
counterclaimed malpractice) constituted 23% of the 
cases. The secondary cause of 20% of these suits was 
callousness, or failure on the part of the attending 
doctor to respond to the desires of the patients or to 
heed their complaints. Included in these were cases 
in which the patient resented the doctor’s attitude or 
lack of frankness. Unnecessary criticism by other doc- 
tors was the secondary cause in 14% of these cases, Ex- 
cessive fees demanded by the physician represented 
the secondary cause of 6%. 
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It would appear that 51% of these malpractice claims 
were instigated by other members of the medical 
and allied professions, and 14% were admittedly 
brought about by unnecessary and unethical criticism 
of one doctor by another. By prorating this formula 
through the number of malpractice claims and _ suits 
started in all the states throughout the country, one 
can see that it is a real cause of concern to doctors that 
so many of their brethren do not heed the ancient 
proverb, “Life and death is often within the power of 
one’s tongue!” 

It may be noted from the above that in a large num- 
ber of cases the germ of malpractice is inoculated into 
the ever-fertile brain of a prospective litigant by the 
unwise and often incorrect remarks of a physician im- 
plying criticism of the service, treatment, prescriptions, 
or failure of treatment of a former physician. This 
need not be expressed in so many words or in simple 
language. Often a shrug of the shoulders, a blinking 
of the eyes, a gesture implying helplessness in connec- 
tion with a discussion of a previous doctor's treatment, 
or some other such gesture, sound, or grimace is 
enough to imply that the patient has not been properly 
treated or in fact has actually been mistreated by the 
other doctor. In this modern “sue-conscious” age, this 
is often enough to encourage a suit for malpractice. 
And, of course, each such suit or claim that is insti- 
gated has an effect on the over-all malpractice insurance 
picture, causing malpractice insurance rates to be as 
high as they are. 

It can well be said that a critic’s “chickens come 
home to roost” when he is forced to pay a higher rate 
for his malpractice insurance because of his own un- 
ethical criticism of his brother practitioner. For it is in- 
deed unethical to criticize another physician. Chapter 
VI, section 4, of the Principles of Medical Ethics of 
the American Medica] Association states: “When a 
physician does succeed another physician in charge of 
a case, he should not disparage, by comment or insin- 
uation, the one who preceded him. Such comment or 
insinuation tends to lower the confidence of the pa- 
tient in the medical profession and so reacts against the 
patient, the profession and the critic.” 

A physician who is tempted to be loudly critical of 
a colleague should always keep in mind the yardstick 
of the physician’s responsibility under the law. A phy- 
sician and surgeon's arrangement with his patient does 
not guarantee a good result; he simply promises by 
implication to use the skill and learning of the aver- 
age physician, to exercise reasonable care, and to exert 
his best judgment in an effort to bring about a good re- 
sult. These principles were established in a legal de- 
cision many years ago. The decision in that case” 
states that the rule requiring a physician and surgeon 
to use his best judgment does not hold him liable for a 
mere error of judgment, provided he does what he 
thinks is best after a careful examination. This deci- 
sion is the law on the subject in the state of New York 
and in most other jurisdictions. It measures the quan- 
tum of responsibility owed by a physician to his pa- 
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tient. It is inconceivable that any physician should hold 
another responsible to a higher degree of legal liability 
than the law provides, which is what he does when he 
criticizes his work by word or gesture to a lay patient. 
It might be a good thing for anyone inclined to be 
critical to pause for a moment before he says a word 
and think to himself, “There, but by the grace of God 
am I!” 

It is, however, the unpleasant truth that for some rea- 
son, be it psychological frustration, envy, meanness, or 
prejudice, some physicians continue to express unflat- 
tering opinions about the former treatments of their 
colleagues to mutual patients, and thereby instigate 
malpractice suits and claims. These are not the only 
suits that may result from such action, The threat of 
libel and slander litigation by an unjustly criticized 
physician against his critic is a real one. 


Libel and Slander 


The doctrine is now well established that printed 
words are actionable that, although not in themselves 
defamatory, convey an imputation upon another in 
connection with his profession, trade, or occupation. * 
To print and publish a statement that a physician used 
unprofessional methods in the treatment of a case 
is libelous per se.” To state in print that a physician 
was a quack has been held to be libelous per se.° To 
be considered libelous and the basis of a suit, oral 
falsehoods are considered actionable equally with writ- 
ten falsehoods. In an old English case,’ it was held 
“that an action will lie for written or oral falsehoods, 
not actionable per se nor even defamatory, where they 
are maliciously published, where they are calculated 
in the ordinary course to produce, and where they do 
produce actual damage... .” In an early New York 
case,” the principle was established that “if a man will 
wickedly assert that which he knows to be false, and 
thereby draws his neighber into a heavy loss, the law 
should compel him to pay for it.” The Supreme Court 
of Iowa” held that any untrue and malicious charge 
that is published in writing or print is libelous when 
damage is shown to have resulted as a natural and 
proximate consequence. This applies, however, to both 
spoken and written words or statements. A priest, for 
example, exhorted his congregation not to patronize 
a certain physician because that physician had been 
married a second time contrary to the regulations of 
his church, and because that marriage had been per- 
formed by a civil officer rather than a pastor. The 
words did not injure the physician as to his medical 
or surgical ability, but they tended to lessen his prac- 
tice in the community. The words were not false but 
did inflict damage to the physician and he therefore 
recovered damages.’ This case shows how carefully 
one must weigh his words when attempting to criticize 
a physician about a nonmedical matter or by innuendo. 
In a case in which the defendant made the statement 
that the plaintiff was no doctor and had no practice 
because one has to be honest to get to the top, the 
court said that such a charge is to accuse the physician 
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of a lack of ability and integrity that by its very nature 
is calculated to injure him professionally and is there- 
fore actionable per se."' 

In the most recent case on the subject of libel and 
slander against a physician,'* the plaintiff physician 
sued the president of the Brooklyn Dodgers baseball 
club for defaming him by stating publicly that the phy- 
sician performed an unnecessary operation on the hand 
of Roy Campanella, a catcher for the Brooklyn Dodg- 
ers; that he was guilty of overcharging; and that he 
evidently thought that he was operating on the “play- 
er’s bankroll.” The court, without actually deciding the 
case on its merits because of a defect in the pleadings, 
nevertheless made the following interesting observa- 
tion: “These statements were spoken of plaintiff in con- 
nection with his profession and have a direct tendency 
to injure him in the pursuit of his profession, If the 
statements were untrue, as claimed by plaintiff, they 
give rise to a cause of action in slander.” '* 


Conclusions 


It has thus been shown that expressing unfavorable 
opinions as to former treatments by one physician 
about his predecessor or, in fact, criticizing another 
physician by obvious remarks, by gesture, by innuendo, 
or by a writing may be very dangerous to the critic 
as well as damaging to all physicians. It may instigate 
a malpractice suit against the criticized physician, 
which, if successful even by settlement, will affect the 
fund held by the insurance carrier for payment of 
claims as well as for defense of suits and will increase 
therefore the cost of malpractice insurance for all phy- 
sicians. It may further subject the critic to a suit for 
libel and slander, during which he will have to defend 
himself as well as pay any resulting judgment. His mal- 
practice insurance agreement does not cover him in 
the event of such suit. A substantial judgment against 
him in such a case, which is not at all improbable, can 
put him into a financial decline from which he may 
never recover. This is the practical side of the warn- 
ing, “Speak not ill of your brother practitioner and ye 
will not hurt or be hurt!” 

There is, however, another very important side to 
this question. I have never seen it worded better than 
in the report of the Malpractice Insurance and Defense 
Board ': 


The heritage of medicine has given us one of the grandest 
emanations from the human mind—the Hippocratic Oath—re- 
flected in the Sermon on the Mount. If every physician took to 
himself the spirit of this oath and read it frequently, the con- 
fidence and trust of the public would be restored, and the high 
place of medicine would be secure; the doubts, questions and 
sometimes the scorn which now beset us would disappear, and 
the suits which reflect them would be greatly reduced. The 
price which we pay for our malpractice insurance represents the 
cost of departure from the high character of the ART of medical 
practice. 
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MEDICOLEGAL ABSTRACTS 


Hospitals for Profit: Liability for Injury to Mental Pa- 
tient.—This was an action for damages for injuries to a 
mental patient allegedly due to the lack of supervision 
of the attendants of the defendant hospital. From a 
judgment sustaining a demurrer of the hospital, the 
case was appealed to the Supreme Court of Kansas. 

When admitted to the defendant hospital, the plain- 
tiff had physical complaints but no noticeable mental 
disturbances or suicidal or homicidal tendencies. It 
was soon felt by his doctors, however, that he was a 
suicidal risk and that precautions against suicide were 
necessary. On April 4, 1951, an employee of the de- 
fendant hospital took the plaintiff out for a walk. Dur- 
ing the course of this walk, he darted out into the 
middle of a street, was struck by a pickup truck, and 
received the injuries giving rise to this lawsuit. 

The attendant testified that the plaintiff had wanted 
to cross the street to see a doctor but that she had 
told him “We're not supposed to walk in front of the 
Clinic.” He continued to walk until they got to the 
north end of the sidewalk, however, where, after stand- 
ing for a moment, the attendant said “All right, now 
let’s go back.” They turned and started back, and the 
plaintiff—just like a flash-darted away and right in 
front of a truck. 

It is clear, said the Supreme Court of Kansas, that a ° 
hospital must exercise toward a patient such reason- 
able care as his known condition may require. 

The hospital contended that the walks taken by the 
plaintiff, under instructions to the aide to exert influ- 
ence upon the patient only by means of firm kind- 
ness, were a part of the treatment prescribed by his 
physicians. Because of his adverse progress, however, 
those same physicians had prescribed much more 
treatment for him, even to the extent of a possible 
lobotomy. Furthermore, although the aide knew that 
the plaintiff was not allowed to be in front of 
the clinic, she permitted him to walk the full length 
of the sidewalk along the street and to sit on a bench 
off to the side of the walk at a spot just 6 ft. from the 
edge of a heavily traveled street and highway and only 
3 ft. from the graveled highway shoulder. Walks on 
the grounds, concluded the court, were beneficial, but 
walking into such a place of danger could not be 
beneficial to a patient such as the plaintiff. Further- 
more, the court noted that the defendant hospital not 
only had knowledge of the plaintiff's mental ailment 
but had prescribed locked doors, constant surveillance 
and attendance, and restraint by firm kindness. 

The judgment of the trial court in favor of the hos- 
pital was, therefore, reversed and the case remanded 
for a new trial. Noel v. Menninger Foundation, 299 P. 
(2d) 38 (Kans., 1956). 
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CALIFORNIA 


Course in General Practice.—A course for physicians 
in general practice will be offered by the attending staff 
of Mount Zion Hospital and the University of Cali- 
fornia School of Medicine and Medical Extension, San 
Francisco, March 4-8. Special sessions for a limited 
number of enrollees will include demonstrations in 
anesthesiology; clinical electrocardiography; office lab- 
oratory procedures; ear, nose, and throat procedures; 
proctology procedures; and _ office physiotherapy. 
Chairman of the course is Dr. Kalmen A. Klinghoffer, 
associate chief of medicine at Mount Zion Hospital. 
The fee, $70, includes five lunches. Information may 
be obtained by writing Dr. Seymour N. Farber, Head, 
Medical Extension, University of California Medical 
Center, San Francisco 22. 


Symposium on Cerebral Palsy.—A symposium on cere- 
bral palsy will be conducted at the University of Cali- 
fornia Medical Center, Second and Parnassus avenues, 
San Francisco, March 2, by the medical advisory board 
of the United Cerebral Palsy Association of San Fran- 
cisco in cooperation with the University of California 
School of Medicine and Medical Extension and Stan- 
ford University School Medicine. The guest speaker, 
Dr. Samuel P. Hicks, assistant professor of pathology, 
Harvard Medical School, and pathologist for the New 
England Deaconess Hospital, Boston, will have as his 
topic “Mechanisms of Malformation.” Information may 
be obtained from Dr. Seymour M. Farber, Head, Med- 
ical Extension, University of California Medical Cen- 
ter, San Francisco 22. 


Medical School to Move to Stanford.—Ground-break- 
ing ceremonies were recently held at Stanford Uni- 
versity for the joint Palo Alto-Stanford Hospitals, the 
key structure of the 22 million dollar medical center 
to be built on the Stanford campus. The Stanford 
Medical Center will be the new home of the Stanford 
School of Medicine, which is now located in San 
Francisco. Palo Alto citizens have approved a million- 
dollar bond issue to build a 226-bed pavilion and the 
city’s share of the hospital core facilities. Stanford has 
appropriated 2 million dollars so far toward construc- 
tion of the core, and expects to spend a total of 
$4,400,000 to complete the 215-bed Stanford pavilion. 
The $800,000 cost of the rehabilitation center will be 
shared equally by federal and state governments and 
Stanford. Stanford will finance the remainder of the 
building’s total cost of nearly $1,500,000, which will 
include preclinical science laboratories and other fa- 
cilities for the medical school. 

The rehabilitation center involves a new philosophy 
of comprehensive medical care, in which psycholog- 
ical, social, and vocational rehabilitation services will 
be integrated with medical care. Establishment of the 
Stanford Medical Center Fund to raise nearly 22 mil- 
lion dollars was announced recently by former Presi- 
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of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


dent Herbert Hoover (J. A. M. A. 162:1480 [Dec. 15] 
1956). The fund, which already contains almost 4 mil- 
lion dollars, will be used to complete the first stage of 
development of the center. Plans call for completion 
of the rehabilitation building by November, 1957. 
Target date for completion of the entire first stage of 
the medical center, including rehabilitation facilities, 
hospitals, clinics, teaching facilities, and a library, is 
March, 1959. A long-term stage-two funding effort of 
equal magnitude will be undertaken following com- 
pletion of stage one. It will finance further develop- 
ment of the medical center program, provide it with 
adequate endowment, and build student residences. 


CONNECTICUT 


Alpha Omega Alpha Lecture.—“Some Aspects of the 
Clinical Management of Infectious Disease” will be the 
subject of Dr. Ivan L. Bennett Jr., associate professor 
of medicine, Johns Hopkins University School of Medi- 
cine, Baltimore, when he delivers the Alpha Omega 
Alpha Lecture, Feb. 25, 8:15 p. m., in the Fitkin Am- 
phitheater, Yale University School of Medicine, New 
Haven. Interested physicians are invited to attend. 


DISTRICT OF COLUMBIA 


Smithsonian Institution Acquires an Original Roentgen 
Tube.—One of the first x-ray tubes used by Wilhelm 
Konrad Roentgen (1845-1923) was recently placed on 
permanent exhibition at the U. S. National Museum, 
Smithsonian Institution, Washington, D. C. The tube, 
purchased from a private owner in Germany, was 
presented to the institution by the General Electric 
Companys X-Ray Department of Milwaukee. The 
newly acquired apparatus was Roentgen’s third x-ray 
tube. His first two tubes are preserved, respectively, 
at the Physical Institute in Wiirzburg, Germany, and 
at the Deutsches Museum in Munich. 


Personal.—Joseph H. Roe, Ph.D., professor of bio- 
chemistry, George Washington University School of 
Medicine, Washington, D. C., has been selected by 
the American Association of Clinical Chemists to re- 
ceive the 1956 Ernst Bischoff award for his work in 
clinical chemistry. The association presents this award 
each year. Dr. Roe has contributed particularly to the 
knowledge of carbohydrate metabolism, especially of 
fructose and glycogenesis, and of vitamin C.——At the 
meeting of the Binghamton (N. Y.) Academy of 
Medicine, Sept. 18, 1956, Dr. Charles A. Hufnagel, pro- 
fessor of surgical research, Georgetown University 
School of Medicine, Washington, D. C., spoke on sur- 
gery in aortic valvular disease. 


FLORIDA 


University News.—The University of Miami School 
of Medicine, Coral Gables, announces that remodeling 
of a university-owned building near the Jackson Memo- 
rial Hospital, Miami, is under way to provide addi- 
tional research space for clinical departments. Most 
of the $91,000 cost was provided by a gift from 
United Cerebral Palsy Association of Miami. 
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Personal.—The Royal Society of Medicine in London 
awarded an honorary fellowship to Dr. Ralph M. 
Waters, Orlando, formerly of Madison, Wis., in ab- 
sentia.—-—Dr. Carlos A. P. Lamar, Miami, attended the 
First Pan-American Congress on Gerontology, Mexico 
City, as an official delegate appointed by the dean 
of the University of Havana medical school and 
president of the Cuban Gerontological Society. He was 
a member of the “Presidium” on Gerontological Nu- 
trition and also presented a paper on “New Concepts 
on the Elderly Diabetic.” Dr. Lamar also attended 
the first meeting of the Latin-American chapter of 
the World Medical Association as an American ob- 
server and as an official delegate of the Latin-American 
Confederation of Gerontology and Geriatrics, of which 
he was elected a director in Mexico City. 


ILLINOIS 

Chicago 

Lectures on the History of Surgery.—On Feb. 19 at 
8 p. m., the International College of Surgeons will 
present “Antisepsis and Asepsis” by Dr. Eugene M. K. 
Geiling, formerly chairman, department of pharmacol- 
ogy, University of Chicago. Physicians are welcome to 


attend the lecture, which will be given at the Surgeon’s 
Hall of Fame, 1524 Lake Shore Dr. 


Meeting on Diabetes.—The Chicago Diabetes Associa- 
tion will conduct a meeting at 8 p. m., Feb. 22, at the 
Institute of Medicine of Chicago, 86 E. Randolph St. 
Dr. Arthur R. Colwell Sr., chairman, department of 
medicine, Northwestern University Medical School, 
will speak on “Sulfonamides in Diabetes Mellitus,” and 
Dr. Rachmiel Levine, director, department of meta- 
bolic and endocrine research, Michael Reese Hospital, 
on “Etiology of Diabetes Mellitus.” Physicians and 
medical students are invited. 


Cardiac Conference.—A cardiac conference will be 
held at Cook County Hospital, in the Children’s Amphi- 
theater, 700 S. Wood St., Feb. 19, 11 a. m. “Pulmonary 
Hypertension with Particular Respect to Its Regression 
Following Surgical Repair of the Intracardiac Left-to- 
Right Shunt” will be presented by the guest speaker, 
Dr. Howard B. Burchell, Mayo Clinic, Rochester, 
Minn. Dr. Burchell will also address a special clinico- 
pathological cardiac conference at Cook County Hos- 
pital, Feb. 20, 5-6 p. m., in the amphitheater, depart- 
ment of pathology. Physicians are cordially invited to 
attend both meetings. 


University News.—An informal reception and dinner at 
the Conrad Hilton Hotel, Feb. 25, during the 63rd 
annual meeting of the American Society of Heating and 
Airconditioning Engineers, will honor Arthur C. Wil- 
lard, LL.D., president emeritus of the University of 
illinois and a past-president of the society, and four 
former staff members of the university for their “many 
contributions to the arts and sciences of heating, air 
conditioning, and ventilation.” Physicians to be hon- 
ored are Dr. Raymond B. Allen, chancellor of the 
University of California at Los Angeles, who “aided 
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greatly in the development of the University of Illinois 
research programs which required the cooperation of 
the biological and physical sciences,” and the late Dr. 
Robert W. Keeton, professor of medicine, emeritus, 
University of Illinois, who between 1935 and 1951 
served as head of the environmental physiology re- 
search work sponsored by the society and the U. S. 
Public Health Service at the university’s college of 
medicine. Tickets for the reception and dinner are 
available from the A. C. Willard Dinner Committee, 
Room 1106, 6 N. Michigan Ave., Chicago 2. 


MARYLAND 


Personal.—Dr. Janet M. B. Hardy, director of the bu- 
reau of child hygiene since April 1, 1951, has been pro- 
moted to the newly created position of director of the 
section of preventive medicine in the Baltimore City 
Health Department.——Dr. Huntington Williams re- 
cently took the oath of office for a new term of six 
years as commissioner of health of Baltimore. Dr. Wil- 
liams has been commissioner of health since Jan. 31, 
1933.-—Dr. Hubert L. Rosomoff, Bethesda, recently 
received the annual award of the American Academy 
of Neurological Surgery for his paper entitled “Hypo- 
thermia and Cerebral Vascular Lesions: II. Experi- 
mental Middle Cerebral Artery Interruption Followed 
by the Induction of Hypothermia,” which was given 
as part of the program of the annual meeting of the 
academy at Phoenix, Ariz., Nov. 7-11, 1956. 


MINNESOTA 

Judd Memorial Lecture.—On Feb. 21 at 8:30 p. m. in 
the Mayo Auditorium, University of Minnesota, Minne- 
apolis, the Judd Memorial Lecture will be presented 
by Sir Philip Allison, professor of surgery, Radcliffe 
Infirmary, Oxford University, Oxford, England. His 
subject will be “Problems of Dysphasia.” 


Personal.—At the annual banquet of the Upper Mid- 
west Hospital Conference, Dr. S$. Marx White, Minne- 
apolis, received the Francis E. Harrington annual 
award for meritorious service in the field of public 
health._—Dr. Carl W. Waldron, Hopkins, who has 
served as co-chairman of the Minneapolis civil defense 
medical committee and as deputy director of the 
Minnesota state civil defense health program, was re- 
cently appointed a member of the committee on health 
and special weapons of the United States Civil De- 
fense Council, region 6. 


NEW JERSEY 

Personal.—Dr. Carl J. Schopfer, Bloomfield, has been 
reelected coroner of Essex County.——The Cape May 
County Medical Society recently honored Dr. George 
F. Dandois, Cape May, on the completion of 60 years 
in the practice of medicine.——Dr. Ellis ]. Chapman, 
Jersey City, was honored at the annual dinner of the 
Greenville Hospital medical board on completion of his 
50th year of medical practice.——Dr. Carl P. Guzzo of 
Essex County has been named winner of the 1955 Dr. 
Harrison S. Martland award of the Essex County Patho- 
logical and Anatomical Society. Dr. Guzzo earned the 
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prize with a paper on “The Pancreas, Development 
and Disease.”——Dr. Joseph G. Sutton, superintendent 
and medical director of the Essex County Overbrook 
Hospital, Cedar Grove, was guest of honor at a dinner 
at the Hotel Suburban, marking the completion of 30 
vears of service to the*hospital. On behalf of the em- 
plovees, staff, and friends, Dr. Sutton was presented 
with a gold watch and chain. 


NEW YORK 


Demographic Study on Mental Disease.—A five-year 
study of demographic and related aspects of mental 
disease has been initiated by Benjamin Malzberg, 
Ph.D., under a grant from the National Institute of 
Mental Health, according to Dr. Paul H. Hoch, Albany, 
commissioner of mental hygiene. Dr. Malzberg retired 
as director of statistical services for the state depart- 
ment of mental hygiene to assume responsibility for 
the project, which will be concerned with distribution 
and trends of mental disease in New York state and 
their correlation with significant social factors. The 
research grant will amount to $188,607. 


Doctors’ Orchestras.—The Doctors’ Orchestral Society 
of New York rehearses every Thursday at 8:30 p. m. 
in the auditorium of Stuyvesant High School ( First 
Avenue and 15th Street, Manhattan). The Brooklyn 
Doctors’ Symphony Orchestra meets on Wednesday 
evenings at 8:30 p. m. in the auditorium of the Brook- 
lyn High School for Home Making (901 Classon Ave., 
Brooklyn). Physicians, dentists, and others engaged in 
allied professions are invited to become members. For 
details concerning either group call Dr. Benjamin A. 
Rosenberg at NEvins 8-2370. Dr. Rosenberg an- 
nounces that the Doctor's Orchestral Society will 
present a concert Feb. 20 at New York University 
(Washington Square) and another, Feb. 28, at the Stuy- 
vesant High School (East 15th and First Avenue, New 
York City). Both concerts begin at 8:30 p. m. 


Poison Control Centers.—With the cooperation of the 
committee on public health and education of the Med- 
ical Society of the State of New York, a network of 
poison control and information centers to guard against 
accidental poisoning with household materials and 
drugs is projected in Albany, Syracuse, Rochester, and 
Buffalo, according to Dr. Herman E. Hilleboe, state 
health commissioner. Each center will be affiliated with 
a major teaching hospital, and the four centers will 
work closely with each other and with the already 
existing Poison Control Center in New York City, 
which is operated under the direction of the New 
York City Department of Health. A maximum of 
$28,000 yearly has been allocated by the state health 
department toward the operations of the upstate and 
New York City centers. Additional budgetary pro- 
visions have been made so that each center may obtain 
books, reference materials, and other essential supplies 
as needed. The centers will maintain 24-hour emer- 
gency service treatment and 24-hour telephone serv- 
ice to answer queries on the constituents of drugs and 
household supplies that may be ingested and to ad- 
vise on latest methods of treatment. The centers will 
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also participate with the state and local health de- 
partments, and the official or voluntary agencies, in 
an education program aimed at prevention of acci- 
dental poisoning. 


Medical Research Center at Brookhaven.—Construc- 
tion has begun on the nation’s first Atomic Energy 
Commission medical research center containing a 
nuclear reactor designed specifically for medical re- 
search and therapy. The buildings are a part of the 
Brookhaven National Laboratory at Upton, Long 
Island. The entire one-story medical research center, 
including the reactor, is scheduled for completion in 
1958 at a cost of 6 million dollars, exclusive of design 
and engineering. Covering 2.7 acres of an 11-acre site, 
it will house research laboratories for medical physics, 
pathology, microbiology, biochemistry, physi- 
ology; a 48-bed research hospital; and an industrial 
medicine branch for Brookhaven personnel. The nu- 
clear reactor will be housed separately in a circular 
steel building 60 ft. in diameter and 54 ft. high. Two 
ports, one on each side of the reactor, will permit 
beams of neutrons from fissioning atoms inside the 
core to pass out into treatment rooms. When a beam 


Medical research center at Brookhaven (architect’s con- 
ception). The cylindrical building, rear center, will house the 
nation’s first nuclear reactor designed specifically for medical 
research and treatment. Patients will be cared for in buildings 
at the right, with a nursing station in the center of each cir- 
cular building. The square building, extreme left, will house 
research divisions in medical physics, biochemistry, pathology, 
microbiology, physiology, and clinical chemistry. 


is not in use, each port will be closed by a 43,000-Ib. 
shutter. The shutters can release or close off the beam 
within three seconds. The third face of the reactor 
will be equipped for the irradiation of large objects, 
and the fourth face will have three injection holes to 
be used for the production of special, short-lived 
radioisotopes. According to the Atomic Energy Com- 
mission, availability of the short-lived radioisotopes at 
the hospital site will make possible a wider range of 
medical investigation into fundamental body proc- 
esses than can now be conducted. Employing thermal 
neutrons, the new medical reactor will produce a 
treatment beam having an intensity 50 times greater 
than that provided by the present Brookhaven general 
research reactor. In addition to research on neutron 
capture therapy, there is an extensive program of in- 
vestigations under way utilizing radioactive isotopes 
in the diagnosis and treatment of a wide variety of 
diseases. 
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New York City 


Tumor Clinic Conference.—Dr. Olaf H. Pearson, asso- 
ciate professor, Cornell University Medical College, 
will present “Steroids in Cancer” at the Harlem Hospi- 
tal, Feb. 20, 10:45 a. m. 


Benefit Art Exhibit.—Hadassah, the Women’s Zionist 
Organization of America, is sponsoring an exhibit of 
Maurice Utrillo’s paintings at the Wildenstein Gallery, 
19 E. 64th St., for the benefit of the society’s medical 
center in Israel. The exhibit, which opened Jan. 23, 
will close March 2. 


Medical-Legal Lunch.—A panel discussion, “Medical- 
Legal Aspects of the Relation of Trauma to Disease,” 
has been scheduled in the Hartford room, Hotel Statler, 
Feb. 18, 12 noon to 2 p. m. For reservations, contact 
Secretary, American Board of Legal Medicine, Inc., 
1501 Broadway, New York 36 (phone CHickering 
4-6377 ). 


Harvey Lecture.—“Determination of the Structure of 
Proteins: Studies on Ribonuclease,” the sixth Harvey 
Lecture in the present series, will be delivered Feb. 21, 
8:30 p. m. at the New York Academy of Medicine, 
103rd Street and Fifth Avenue, by Stanford Moore, 
Ph.D., and William H. Stein, Ph.D., of the Rockefeller 
Institute for Medical Research. 


University News.—_New York University recently be- 
stowed its medal for distinguished achievements on 
Dr. Pasteur Vallery-Radot, grandson of Louis Pasteur. 
Dr. Vallery-Radot, professor of clinical medicine, 
faculty of medicine, University of Paris, visited the 
United States on a lecture tour in December. The in- 
vestiture was held at a private reception at New York 
University—Bellevue Medical Center after he had 
addressed the faculty and students on “The Logical 
Sequence of Pasteur’s Discoveries.” 


Burma Scientists Study Rehabilitation—A team of 
three women and two men from Burma recently began 
a year’s training in rehabilitation at New York Uni- 
versity—Bellevue Medical Center. The training, which 
is given at the Institute of Physical Medicine and Re- 
habilitation under the direction of Dr. Howard A. 
Rusk and staff, was made possible through a grant 
of $30,000 provided by the Rockefeller Foundation. 
The team concept of rehabilitation training for foreign 
medical groups was first attempted with a group from 
Thailand in 1954. A second group from Colombia, 
South America, began their studies in July of this 
year. Both teams came to the United States through 
their respective governments and the U. S. Depart- 
ment of Health, Education, and Welfare, Office of 
Vocational Rehabilitation, Washington, D. C. 


OHIO 

Phi Delta Epsilon Lectureship.—The Chi chapter of the 
Phi Delta Epsilon fraternity at Ohio State University, 
Columbus, will hold its seventh annual lectureship on 
Feb. 26. Dr. A. C. Furstenberg, dean, University of 
Michigan Medical School, Ann Arbor, will present “A 
Look to the Future.” 


J.A.M.A., February 16, 1957 


OREGON 


Personal.—Dr. Howard P. Lewis, professor of medi- 
cine, University of Oregon Medical School, Portland, 
has been appointed to the National Advisory Heart 
Council, the surgeon general, U. S. Public Health 
Service, announced Nov. 12, 1956. 


State Medical Election.—The Oregon State Medical 
Society recently installed Dr. Russell H. Kaufman, 
Portland, as president; Dr. W. T. Pollard, Junction 
City, as vice-president; and Dr. Richard R. Carter, 
Portland, as secretary-treasurer. Dr. Vern W. Miller, 
Salem, was named president-elect. 


University News.—The University of Oregon Medical 
School, Portland, recently announced that more than a 
quarter of a million dollars in gifts and grants had 
been received between mid-July and early September. 
A total of $243,896 was received from the U. S. Public 
Health Service and $18,094.48 from other sources. The 
largest single grant was $31,668 for blood viscosity 
studies under the direction of Dr. Roy L. Swank, head 
of the division of neurology.——Dr. Monte A. Greer 
assumed duties as associate professor of medicine and 
head of the division of endocrinology at the university 
in mid-September. Dr. Carl G. Heller, head of the 
division since 1947, continues as associate clinical 
professor. 


PENNSYLVANIA 
Philadelphia 


University News.—Dr. William N. Parkinson, dean, 
Temple University School of Medicine and Hospital, 
has announced the following faculty promotions: Dr. 
Elbert L. Close Jr., associate in anesthesiology; Dr. 
Isador Forman, clinical professor of obstetrics and 
gynecology; Dr. John D. Hallahan, associate in inter- 
nal medicine; Dr. Norman Learner, assistant professor 
of internal medicine; and Dr. Jacob Zatuchni, assistant 
professor of internal medicine. 


Cerebral Palsy Award to Dr. Flexner.—Dr. Louis B. 
Flexner, chairman, department of anatomy, University 
of Pennsylvania School of Medicine, was named 1956 
recipient of the United Cerebral Palsy-Max Weinstein 
award consisting of $1,000 and a plaque. Dr. Flexner 
is also director of the Institute of Neurological Sciences 
at the University of Pennsylvania. He is a former staft 
member of the department of embryology at Carnegie 
Institutions of Washington, D. C., and was on the staff 
of Johns Hopkins University School of Medicine in 
Baltimore. 


WYOMING 

School Health Newsletter.—_The Wyoming Depart- 
ment of Education, Wyoming Department of Public 
Health, and the Wyoming Tuberculosis and Health 
Association have inaugurated a school health news- 
letter service for distribution to all teachers, school 
administrators, and school-health-minded groups and 
individuals. The costs of the service are being under- 
taken for the first year by the Wyoming Tuberculosis 
and Health Association as a Christmas Seal Service. 
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Copies of the newsletter are available from the De- 
partment of Public Health, State Office Building, 
Cheyenne. 


GENERAL 


Association of Grady Residents.—Every physician who 
has completed an appointment as a resident or intern 
on any service at Grady Memorial Hospital, Atlanta, 
Ga., is urged to join the association of Grady residents 
now being organized. Address inquiries to Association 
of Grady Residents, Room 302, Glenn Memorial Build- 
ing, 69 Butler St. S. E., Atlanta 3, Ga. 


Course on Fractures.—A course on fractures and other 
trauma will be offered by the Chicago regional com- 
mittee on trauma of the American College of Surgeons 
(40 E. Erie St., Chicago), April 10-13, at the John B. 
Murphy Auditorium, 50 E. Erie St., Chicago, under 
the direction of Dr. Samuel W. Banks. Lectures and 
demonstrations will be conducted by surgeon-teachers 
of the Chicago area. Clinical cases will be presented. 
Subjects to be covered include bony and soft tissue 
trauma, vascular injuries, bone grafting, traction tech- 
nique, industrial casualties, farm injuries, auto crash 
injuries, burns, amputations, and head injuries. 


Symposium on Air Pollution.—The fifth annual Sym- 
posium on Air Pollution and Its Control will be held at 
Wagner College, Staten Island, N. Y., March 2, 9 a. m.- 
4:30 p. m., under the auspices of the department of 
bacteriology and public health of the college with 
Natale Colosi, Ph.D., as chairman. The panel of lec- 
turers will include experts in the fields of public health, 
agriculture, and engineering, and air pollution control 
officials of governmental agencies and industry. Mem- 
bers of the public health, engineering, and agriculture 
professions and other interested individuals are invited 
to attend. No fee will be charged. 


William Osler Medal.—The American Association of 
the History of Medicine invites the submission of stu- 
dent essays in competition for the William Osler Med- 
al. Essays must be received before March | and should 
not exceed 10,000 words. Preference will be given to 
essays that are the result of original research, but 
essays showing an unusual appreciation and under- 
standing of historical problems will also be consid- 
ered. Information may be obtained from Dorothy M. 
Schullian, Ph.D., Chairman, National Library of Medi- 
cine, History of Medicine Division, 11000 Euclid Ave., 
Cleveland 6. 


Awards in Ophthalmology.—The National Council to 
Combat Blindness, 30 Central Park S., New York 19, 
in accordance with its program concerned with the 
financing of research in ophthalmology and its related 
sciences, announces that applications for its 1957-1958 
Fight for Sight grant-in-aid and fellowship awards 
will be considered in the spring at the annual meeting 
of the scientific advisory committee (Dr. Charles A. 
Perera, associate professor, department of ophthalmol- 
ogy, Columbia University College of Physicians and 
Surgeons, New York, chairman). The closing date for 
receipt of completed applications for grant-in-aid and 
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fellowship awards is April 15. Applications for summer 
student fellowships, which will be reviewed in advance 
of the meeting, should be filed with the office of the 
organization no later than April 1. Applicants for 
fellowships are required to make their own arrange- 
ments for suitable research facilities with accredited 
institutions. Appropriate forms may be obtained by 
addressing the Secretary, National Council to Combat 
Blindness, Inc., 30 Central Park S., New York 19. 


National Scholarship Contest.—Policies for education 
totaling $75,000 will be issued this year through the 
Annual Youth Scholarship Fund to 49 winners of a 
national scholarship contest, conducted by Johnson & 
Johnson in cooperation with the Mutual Benefit Life 
Insurance Company to give greater educational oppor- 
tunities to students in a field of their own choice. The 
contest will award scholarship prizes for the best 50- 
word essays that complete the statement: “A good 
education is important because. . . .” Prizes will range 
from $10,000 to $1,000. 

Winners will receive from the Mutual Benefit Life 
Insurance Company contracts intended to endow them 
at age 18 with the amount of the prize won. All premi- 
ums will be fully prepaid by Johnson & Johnson. The 
contest was opened Feb. 4 and will close May 4. Only 
persons under the age of 17 years and 1 month next 
May 14 will be eligible to receive the Mutual Benefit 
Life policies. Contestants over that age must designate 
a person of eligible age to receive the policy, which 
will mature when the recipient reaches age 18. Only 
one prize will be awarded to a family. The contest will 
offer educational funds applicable to any accredited 
college or course of studies, rather than to any special- 
ized schools or studies. Entry blanks may be obtained 
from dealers handling Johnson & Johnson products or 
from the National Youth Scholarship Committee, 130 
E. 59th St., New York 22. Entries must be postmarked 
not later than May 4 and received by May 14. 


PHILIPPINE ISLANDS 


Personal.—Dr. Horace DeLien, Manila, chief, health 
division, United States of America Operations Mission 
to the Philippines, was made a charter diplomate in the 
Philippine Board of Preventive Medicine and Public 
Health at the annual meeting of the Philippine Public 
Health Association. 


FOREIGN 


International Congress on Psychiatry.—The second In- 
ternational Congress for Psychiatry in Zurich, Switzer- 
land, Sept. 1-7, will have as its main theme “The 
Present Status of Our Knowledge about the Group of 
Schizophrenias.” Topics for discussion will include the 
pathogenesis, psychopathology, and treatment of 
schizophienia, as well as a historical review of the 
illness and some discussion of the social questions aris- 
ing in connection with the care and treatment of 
schizophrenic patients. 


Bahamas Medical Conference.—A medical conference 
will be held at the British Colonial Hotel and the 
Princess Margaret Hospital in Nassau, April 23-30. On 


562 MEDICAL NEWS 


weekdays, lectures will be given from 9:30 to 11 a. m. 
and 5:30 to 7 p. m. There will also be two evening 
lectures and two meetings at the hospital and two 
evening social gatherings. Hotel reservations may be 
made by writing to Mr. Robert K. Holiday, Reserva- 
tions Manager, British Colonial Hotel, Nassau, Ba- 
hamas. The registration fee of $75 should be sent at 
the same time. 


CORRECTIONS 


Exposure to Vibrating Tool.—_In the Query and Minor 
Note concerning exposure to a vibrating tool, in THE 
JournaL, Jan. 19, 1957, page 221, the word “incon- 
sistent” in the last line in the left-hand column should 
have been “consistent.” 


Dr. Kurtzke’s Address.—At the end of the article “Ison- 
iazid in Treatment of Multiple Sclerosis” in THE 
JourNaL, Jan. 19, 1957, page 174, the address given for 
the senior author was erroneous and should have been 
Dr. John F. Kurtzke, Chief, Neurology Service, VA 
Hospital, Coatesville, Pa. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 

ARKANSAS:* Examination. Little Rock, June. Sec., Dr. Joe Verser, 
Harrisburg. 

CALiFroRNIA: Written Examination. Los Angeles, Feb, 25-28; San 
Francisco, June 17-20; Los Angeles, Aug. 19-22; Sacramento, 
Oct. 21-24. Oral Examination. Los Angeles, Feb. 23; San 
Francisco, June 15; Los Angeles, August 17; San Francisco, 
Nov. 16. Oral and Clinical for Foreign Graduates. Los Angeles, 
Feb. 24; San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17, Sec., Dr. Louis E. Jones, 1020 N St., 
Sacramento 14. 

Cotorano:* Reciprocity. Denver, April 9. Final date for filing 
application is March 11. Examination. Denver, June 11-12. 
Final date for filing application is May 13. Exec. Sec., Miss 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut:*® Examination. New Haven, Mar. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic Examination and Reciprocity. Derby, March 15. Sec., 
Dr. Donald A. Davis, Derby. 

Disrricr or CoLumBiA:* Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 

FLorwwa:* Examination. Miami, June 23-25. Sec., Dr. Homer L. 
Pearson, 901 N. W. 17th St., Miami. 

Georcia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

Ituinois: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. 
of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas: Examination and Endorsement. Kansas City, June 5-6, 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Maine: Examination and Reciprocity. Portland, March 12-14. 
Sec., Dr. Adam P. Leighton, 192 State St., Portland. 

MicuicaNn:* Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi- 
gan Ave., Lansing 8. 

Minnesota:* Reciprocity. St. Paul, Feb. 12-13. Sec., Dr. F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 
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Mississipp1: Examination. Jackson, June. Asst. Sec., Dr. R. N. 
Whitfield, Old Capitol, Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

NesrasKa:* Examination. Omaha, June 17-19. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

New Hampsuire: Examination and Reciprocity. Concord, March 
13-14. Sec., Dr. John S$, Wheeler, 107 State House, Concord. 

New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Pat- 
rick H. Corrigan, 28 West State St., Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New York: Examination, Albany, Buffalo, New York and Syra- 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

Onto: Endorsement. Columbus, April 1. Examination. Colum- 
bus, June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., 
Columbus. 

OKLAHOMA:® Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 

OrEGON:*® Examination, Portland, April 19-20. Office of the 
Board, 609 Failing Bldg., Portland. 

Ruove IsLtaAnp:* Endorsement. Providence, March 28. Examina- 
tion. Providence, April 4-5. Administrator, Mr. Thomas B. 
Casey, 306 State Office Bldg., Providence. 

TENNESSEE:*® Examination. Memphis, March 27-28. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:* Examination and Reciprocity. Fort Worth, June 24-26. 
Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vircinia: Reciprocity. Richmond, June 12, Examination. Rich- 
mond, June 13-15. Office of the Board, 631 First St., S. W., 
Roanoke. 

West Vircinia: Examination. Charleston, April 22. Sec., Dr. 
Newman H. Dyer, State Office Bldg. No. 3, Charleston 5. 

Wyominc: Examination and Reciprocity. Cheyenne, Feb. 4. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALASKA:*® On application in Anchorage and Juneau. Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Puerto Rico: Examination. San Juan, March 5-9. Sec., Mr. 
Joseph Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination and Reciprocity. Tucson, March 19. Sec., 
Mr. Herbert D. Rhodes, University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 6-7. Sec., Mrs. S. C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Cotorapo: Examination and Reciprocity. Denver, March 6-7. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 

Connecticut: Examination. New Haven, Feb. 9, Exec. Asst., 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 

District or Cotumsia: Reciprocity. Washington, March 11. 
Examination. Washington, April 22-23. Deputy Director, Mr. 
Paul Foley, 1740 Massachusetts Ave. N. W., Washington 6. 

FiLoriwa: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

MicuicaNn: Examination. Detroit and Ann Arbor, Feb. 8-9. Sec., 
Mrs. Anne Baker, 116 Stevens T. Mason Bldg., Lansing. 

OKLAHOMA: Examination. Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon: Examination, Portland, March 2. Sec., Dr. Earl M. 
Pallett, Eugene. 

Sourn Dakota: Examination. Vermillion, June 7-8. Sec., Dr. 
Gregg M. Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis and Nashville, March 20-21. 
Sec., Dr. O. W. Hyman, 62 S$. Dunlap Ave., Memphis 3. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

AuasKa: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 


*Basic Science Certificate required. 


‘ 
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GOVERNMENT SERVICES 


AIR FORCE 


Review Course for Flight Surgeons.—Among 38 officers 
attending the annual review course at the Air Force 
School of Aviation Medicine, Randolph Air Force 
Base, Texas, are 19 full colonels, 18 field-grade officers, 
and 1 captain. This review course is for experienced 
flight surgeons who are preparing to take their board 
examination. If, after they complete the course, they 
pass the examination by the American Board of Pre- 
ventive Medicine, they will be qualified as specialists 
in aviation medicine. The captain in the course is a 
member of the department of pharmacology at the 
School of Aviation Medicine itself. 


Fly Patients over the Alps.—The U. S. Air Force has 
improved the service in the European—Eastern Medi- 
terranean Army by assigning two C-131A Convair 
“Samaritan” airplanes to the U.S. Air Forces in Europe 
evacuation system. These pressurized airplanes, hav- 
ing a high-service ceiling, can fly military patients 
from the Mediterranean and Middle East directly 
over the Alps to major U. S. hospitals in Germany. 
The airplanes previously used for these missions were 
required to fly via Marseilles, France, which added 
many hours to the flights. 


ARMY 


Army Hospital at Niirnberg, Germany.—The U. S. 
Army Hospital, Nirnberg, Germany, provides out- 
patient care for all military and dependent personnel 
of the Niirnberg area and such outlying areas as Bam- 
berg, Hohenfels, and Grafenwohr. This hospital was 
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completed in 1937 for the German Army. The first 
American medical unit to use it was the 116th General 
Hospital. It was then operated, in turn, by the 385th 
Station Hospital, the 15th Evacuation Hospital, and, 
since 1951, by the 16th Field Hospital. During World 
War II a part of the main building was damaged, in- 
cluding the chapel, but a new chapel and a theater, 
which also houses the American Red Cross, were con- 
structed in 1951. Patients requiring specialized treat- 
ment or extensive hospitalization are evacuated from 
this hospital to larger medical installations in the com- 
mand. The open area in front of the main building can 
be used as a landing strip for helicopters to bring in or 
evacuate patients. The commanding officer of the 16th 
Field Hospital at present is Col. Charles J. Farinacci. 


Residency in General Practice.—The only residency 
program in general practice conducted by the Army 
Medical Service is a two-year program at the Army 
Hospital, Fort Knox, Ky. The first year is devoted to 
medicine and its subspecialties, including six months 
in pediatrics; the second, to surgery and its subspe- 
cialties, including six months in gynecology and ob- 
stetrics. This program, which now has 16 participants, 
has been given approval by the Council on Medical 
Education and Hospitals of the American Medical 
Association. 


NAVY 


Admiral Hogan Guest Lecturer at Yale——Rear Adm. 
Bartholomew W. Hogan, surgeon general, was guest 
lecturer at the department of public health, Yale Uni- 
versity School of Medicine, and Connecticut State 
Medical Society, New Haven, Conn., on Jan. 24. Ad- 
miral Hogan spoke on the “Economics of Medical 
Practice” as it relates to military medicine. 


irnberg, Germany. 
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VETERANS ADMINISTRATION 


Progress Report on Review of Compensation Cases.— 
The Veterans Administration started in 1954 a compre- 
hensive review that will cover 1,708,000 cases in which 
World War II or peacetime veterans under age 55 who 
are receiving compensation for service-connected dis- 
abilities and all veterans under 55 who are receiving 
pensions for non-service-connected disabilities. The 
review may require another three years to complete. 
The purpose of the review is to double check the accu- 
racy of payment awards made shortly after World 
War II when the VA was receiving nearly 250,000 
claims a month. In a progress report made Jan. 18, 
the VA said nearly 38% of the total number of cases 
to be reviewed have been completed. 

Adjustments were found necessary in 35,249 cases, 
or 5.8% of the total claims reviewed thus far. Of the 
adjustments made up to Sept. 30, 1956, there were 
4,378 increases in monthly payments, 15,272 decreases 
in monthly payments, and 15,599 termination of pay- 
ments. The increases or decreases were made primarily 
to match current degree of disability. Of the termina- 
tions, 12,217 were ended primarily because of improve- 
ment in the veteran’s condition to a level no longer 
justifying monetary awards and 3,382 because of 
severance of service-connection after the VA found 
“clear and unmistakable error” in associating the dis- 
ability with the period of service. The VA said the 
12,217 have confirmed service-connected disabilities 
and may be returned to the compensation rolls if those 
ailments again become disabling. 


Hospital News.—Dr. Daniel Blain, medical director, 
American Psychiatric Association Mental Hospital 
Service, Washington, D. C., addressed the staff of the 
VA Hospital, Jefferson Barracks, Mo., Jan. 9, on “The 
Unique Place of the Physician in the Community.” 


Construction Projects at VA Hospitals.—The Veterans 
Administration announces that it will call for bids on 
10 construction projects totaling about a half-million 
dollars during January, 1957. The installation of 
smoke-barrier doors in a building at the Madison 
(Wis.) VA Hospital is expected to cost between $15,000 
and $25,000. 

The projects to be advertised by the VA Central 
Office in Washington, D. C., with their cost range, 
are as follows: 


Temple, Texas, VA Center—Hydraulic elevator addition 
( $25,000-$35,000 ). 

Phoenix, Ariz., Hospital—Construction of addition to building 
no. 1 for storage ($40,000-$50,000 ). 

Albuquerque, N. Mex., Hospital—Well pump, pump house, 
and feed water treatment ($75,000-$125,000). 

Boston, Mass., Hospital—Relocate research laboratory ($20,- 
000-$30,000 ). 

Jefferson Barracks, Mo., Hospital—Construction of a sports 
area, including soft ball diamond, bleachers, showers, and 
dressing room ($35,000-$45,000 ). 

Boise, Idaho, VA Center—Underground electrical distribution 
system ($100,000-$150,000 ). 

Marion, Ind., Hospital—Replacement of elevators in two 
buildings and installation of new elevator in building no. 20 
( $100,000-$150,000 ). 
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Wilmington, Del., Hospital—-Trash and oxygen storage 
( $15,000-$25,000 ). 

Tuscaloosa, Ala., Hospital—Extend stairway in building no. 1 
( $10,000-$20,000 ). 


PUBLIC HEALTH SERVICE 


Pilot Test Study Under Health Survey Program.—A 
pilot test study under the new national health survey 
program will begin Jan. 28, in Charlotte, N. C., the 
surgeon general of the Public Health Service has an- 
nounced, This initial action will pretest a number of 
aspects of a questionnaire being developed for na- 
tional use at a later date. Interviewing will be con- 
ducted by the Bureau of the Census, which is to per- 
form this advance test and other field work on the 
national health survey for the Public Health Service. 
Inhabitants of a sample of households in the metro- 
politan area of Charlotte will be interviewed. 

Data to be collected include statistics on the num- 
ber, age, sex, and occupation of persons suffering from 
diseases, injuries, or handicapping conditions; medical 
care received; the length of time that these people 
have been prevented from carrying on their usual oc- 
cupations or activities; and the economic and other 
impacts of such conditions. Information that the 
Census Bureau collects about individuals is kept con- 
fidential and only statistical totals are published. 

The national health survey is being undertaken un- 
der legislation requested by the administration and 
enacted by Congress last summer. The new law au- 
thorizes the surgeon general of the Public Health 
Service to make continuing annual surveys and special 
studies of the U. S. population to determine the extent 
of illness and disability and gather related informa- 
tion. The last previous such federal survey was con- 
ducted 20 years ago. 


New Allergy Research Program.—Dr. Jules Freund, 
New York immunologist, has been appointed head of 
a new research program in allergy and immunology at 
the National Institutes of Health, Bethesda, Md., Dr. 
Victor Haas, director, National Institute of Allergy and 
Infectious Diseases, has announced. Studies will be 
directed toward the nature of antigens, the formation 
of antibodies, and the reactions between them; explo- 
ration of the basis for hypersensitivity of tissues and 
its importance in disease; and extension of knowledge 
concerning the role of cellular immunity in the out- 
come of disease. 

Dr. Freund was graduated from the Royal Univer- 
sity Medical School, Budapest. He came to the United 
States in 1923. He comes to the National Institutes of 
Health from the Public Health Research Institute of 
the City of New York, where he was chief of the 
division of applied immunology. 


Malaria Control in India.—At the request of the gov- 
ernment of India, two Public Health Service officers, 
John M. Henderson and Dr. Martin D. Young, will 
serve as part of a three-man international team to eval- 
uate the accomplishments of India’s first five-year pro- 
gram for the nationwide control of malaria. The pro- 
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gram has been operated by the government of India 
and all the Indian states with the assistance of the 
United States International Cooperation Administra- 
tion. The Public Health Service announcement says 
that India, which formerly had 100 million cases of 
malaria each year, is carrying on the largest program of 
malaria control in the world and is looking toward 
possible eradication of malaria throughout the nation. 
Dr. Leonard Bruce-Chwatt,, a British physician spon- 
sored by the Rockefeller Foundation, will join the team 


in New Delhi. 


Symposium on Venereal Diseases.—The eighth Annual 
Symposium on Recent Advances in the Study of 
Venereal Diseases will be held in the auditorium of 
the Department of Health, Education, and Welfare, 
Washington, D. C., on April 24-25. The sessions are 
open to all interested physicians and workers in allied 
professions. Participants from all parts of the country, 
including many outstanding authorities, attend an- 
nually to exchange the latest available information. 
Topics to be discussed will cover basic and clinical 
research, serology, epidemiology, treatment, program 
operation, and professional education. 


MISCELLANEOUS 


The following statement was released from the of- 
fices of the National Research Council-National Acad- 
emy of Sciences.—Ep. 


Hungarian Escapees with Scientific, Scholarly, or Pro- 
fessional Training.—In cooperation with the President's 
Jommittee for Hungarian Refugee Relief the National 
Academy of Sciences—National Research Council has 
established an office at Camp Kilmer, New Jersey, to 
help identfy and place individuals having advanced 
scientific or other scholarly or protessional training 
among those who have escaped from Hungary and 
sought safe haven in this country. 

Escapees are arriving each day at Camp Kilmer by 
plane and ship. Many possess high scholarly or pro- 
fessional qualifications. Vice President Nixon's recent 
report states that more than 1,000 of the 9,253 who 
had arrived in this country by December 31 are 
“professional, technical, and kindred workers.” This 
proportion may well be encountered also among the 
thousands who are now on their way or have arrived 
since December 31. Furthermore, it is quite possible 
that additional thousands will be admitted beyond the 
present authorized limit of 21,500. 

The Academy—Research Council is endeavoring, in 
cooperation with other scholarly and professicnal or- 
ganizations, to assist in welcoming the escapees and 
aiding them to find suitable placement where they can 
make full use of their talents to their own satisfaction 
and to the benefit of the institutions and communities 
with which they become associated. 

To that end the Academy—Research Council will be 
glad to be advised of openings that may be available 
for persons of advanced training in any field of scholar- 
ship or the professions, particularly openings that re- 
quire the doctorate or an advanced engineering degree. 
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Every effort will be made to bring such opportunities 
to the attention of those among the Hungarians who 
appear to be qualified, and to provide a channel for 
direct contact between the individuals and the insti- 
tutions where the openings exist. 

Because of the limited facilities at Camp Kilmer it 
is necessary to place the escapees as rapidly as possible. 
An effort will be made, however, to bring known 
openings to the attention of all available individuals 
who appear to be qualified and to give each individual 
an opportunity to consider a variety of employment 
possibilities. The American Council for Emigrees in 
the Professions is cooperating with the Academy-—Re- 
search Council in this effort, as are other national 
organizations. 

Arrivals in this country from Hungary are in two 
categories, those with visas for immigration (some 
6,500) and those admitted on a “parolee” basis. In 
the first case the law requires a sponsor who will 
guarantee that for a period of one year the individual 
will not become a public charge. In the second case 
the legal requirement is less strict, but some degree 
of responsibility must be assumed. The necessary ar- 
rangements in both cases are usually made in the 
community where the individual is placed, often with 
the help of local welfare agencies. 

Some language training courses tor escapees who do 
not speak English have been arranged and others are 
being considered. Many who do not speak English 
speak French or German. 

In any information provided with respect to open- 
ings the following items should be included: 


Name and location of institution 

Description of position available; field of work; nature of 
duties (e. g., teaching, research, development, engineer- 
ing, management 


3. Level of salary or other support 

4. Estimated starting date and duration of employment 

5. Language requirements, and availability of local training 
in English if necessary 

6. Name, address, telephone of your representative for fur- 
ther negotiations 

7. Housing available (some escapees are accompanied by 
wife and children ) 

8. Group or organization willing to act as sponsor, if known 

9. This information previously given to 


10. Other information that you consider helpful 


Under existing circumstances placement must be 
handled rapidly. To be of greatest assistance, therefore, 
information on employment opportunities should be 
submitted promptly, and should be kept up to date 
as circumstances change. Information should be sent 
in duplicate, the original to 

National Academy of Sciences—National Research Council 
2101 Constitution Avenue N. W. 
Washington 25, D.C, 
Attention: Office of Scientific Personnel 
and a carbon copy to 
National Academy of Sciences—National Research Council 
Office 
c/o President’s Committee 
Building 1305 
Camp kilmer, New Jersey 
Telephone numbers: 
Washington: Executive 3-8100, extension 226 or 266 
Camp Kilmer: Charter 9-5883, extension 22 or 23 
New Brunswick, New Jersey 
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DEATHS 


Weller, Carl Vernon, Ann Arbor, Mich.; born in St. 
Johns, Feb. 17, 1887; University of Michigan Depart- 
ment of Medicine and Surgery, Ann Arbor, 1913; joined 
the faculty of his alma mater, now known as the Univer- 
sitv of Michigan Medical School, in 1911 as instructor 
in pathology, subsequently becoming assistant profes- 
sor, associate professor, and professor and chairman 
of the department of pathology, formerly assistant di- 
rector and director of the pathology laboratories, and 
from 1934 to 1937 and from 1946 to 1949 member 
of the executive committee; specialist certified by the 
American Board of Pathology; member of the Associa- 
tion of American Physicians, American Association of 
Pathologists and Bacteriologists, of which he was past- 
president, Federation of American Societies for Ex- 
perimental Biology, International Association — of 
Geographic Pathology, International Association of 
Medical History (American Section), International 
Association of Medical Museums (past-president of 
the American-Canadian Section), American Cancer 
Society, Sociedad Argentina de Anatomia Normal y 
Patologica, Michigan Pathological Society, of which 
he was first president, American Society for Experi- 
mental Pathology, of which he was _ past-president, 
New York Academy of Sciences, National Research 
Council, American Association for Cancer Research, 
Alpha Omega Alpha, Sigma Xi (past-president for 
Michigan ), Phi Sigma, Gamma Alpha, and Nu Sigma 
Nu; fellow of the American College of Physicians and 
the American Geriatrics Society; in December, 1956, 
a lecture was dedicated in his honor and an award of 
merit was presented to him at the annual meeting of 
the Michigan Pathological Society; member of the sci- 
entific board of the Armed Forces Institute of Pathol- 
ogy in Washington, D. C.; chief pathologist at the 
University Hospital; joint author of “Medical Aspects 
of Mustard Gas Poisoning” and author of “Casual Fac- 
tors in Cancer of the Lung”; for many years editor-in- 
chief of the American Journal of Pathology; editor ot 
the Annals of Internal Medicine from 1931 to 1933; 
formerly member on the editorial board of the Physio- 
logical Reviews; died Dec. 10, aged 69, of coronary 
thrombosis. 


Oughterson, Ashley Webster, Woodbridge, Conn.; 
born in Hall, N. Y., Sept. 28, 1895; Harvard Medical 
School, Boston, 1924; served as clinical protessor ot 
surgery at Yale University School of Medicine in New 
Haven; member of the founders’ group of the Ameri- 
can Board of Surgery; member of the American Sur- 
gical Association; fellow of the American College of 
Surgeons; a colonel in the Medical Corps of the U. S. 
Army during World War Il and was awarded the 
Legion of Merit with Oak Leaf Cluster; a part of his 
service was as medical aide on the staff of Gen. Douglas 
MacArthur; shortly after the atom bombing of Hiro- 


# Indicates Member of the American Medical Association. 


shima and Nagasaki, went to Japan as chairman of the 
Joint Commission for Investigating the Medical Effects 
of the Atomic Bomb in Japan; served on the staffs 
of the Grace-New Haven Community Hospital and 
Hospital of St. Raphael in New Haven and as con- 
sultant at the Veterans Administration Hospital in 
Newington and Griffin Hospital in Derby; in 1946 
became vice-president and medical and scientific direc- 
tor of the American Cancer Society; a member of the 
medical education and public health staff of the 
Rockefeller Foundation of New York City; one of the 
editors of the “Medical Effects of the Atomic Bomb in 
Japan”; died Nov. 18, aged 61, of injuries received in 
commercial airliner crash in Colombia, South America. 
Ladd, Michael, White River Junction, Vt.; born in 
Portland, Ore., May 16, 1923; New York University 
College of Medicine, New York City, 1947; an officer 
in the Medical Corps of the U. S. Army trom 1951 to 
1953; junior clinical instructor in surgery at the Uni- 
versity of Michigan in Ann Arbor from 1953 to 1954, 
when he became senior clinical instructor, serving 
until 1956; instructor in clinical surgery and instructor 
in physiology at Dartmouth Medical School in Han- 
over, N. H.; assistant chief of surgery at the Veterans 
Administration Hospital; killed in an automobile acci- 
dent near Norwich Dec. 1, aged 33. 


Mahanna, Donald Luther * Columbus, Ohio; born in 
Columbus Nov. 6, 1911; Western Reserve University 
School of Medicine, Cleveland, 1936; clinical associate 
professor of medicine at the Ohio State University 
College of Medicine; specialist certified by the Ameri- 
can Board of Internal Medicine; fellow of the 
American College of Physicians; president of the Cen- 
tral Ohio Heart Association; a director of the Ohio 
State Heart Association; on the attending staffs of St. 
Francis Hospital, White Cross Hospital, and Ohio 
State University Hospital, where he died Nov. 19, aged 
45, of postoperative massive cerebral hemorrhage. 


Woods, Andrew Henry * Wellesley Hills, Mass.; born 
in Hartwood, Va., Aug. 25, 1872; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1899; 
professor emeritus of psychiatry at the State University 
of Iowa College of Medicine in lowa City; member 
of the lowa State Medical Society; specialist certified 
by the American Board of Psychiatry and Neurology; 
served on the faculty of the Peking Union Medical 
College in China; formerly director of the Iowa State 
Psychopathic Hospital in lowa City; died in the 
Newton-Wellesley Hospital in Newton Noy. 5, aged 
84, of injuries received when struck by a truck. 


Yancey, Thomas Bragg * Kingsport, Tenn.; University 
of the South Medical Department, Sewanee, 1900; also 
a graduate in pharmacy; served as a member of the 
state public health council; past-president of the 
Sullivan County Board of Health; for many years a 
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member and president of the state board of medical 
examiners, of which he was at one time vice-president; 
at one time practiced in Somerville, where he was 
county health officer; served on the staff of the Holston 
Valley Community Hospital, where he was first staff 
chairman; died Sept. 22, aged 78, of cancer of the 
stomach. 


Eisner, Maurice Soloman ® Pittsfield, Mass.; College 
of Physicians and Surgeons, Baltimore, 1912; fellow of 
the American College of Surgeons; served on the 
board of health for many years; on the staff of St. 
Luke’s Hospital; consultant at the Fairview Hospital 
in Great Barrington and the Pittsfield General and 
Hillcrest hospitals; died Nov. 16, aged 69, of coronary 
occlusion. 


Fortin, Harry John ® Fargo, N. D.; Northwestern 
University Medical School, Chicago, 1916; specialist 
certified by the American Board of Orthopaedic Sur- 
gery; member of the Clinical Orthopaedic Society and 
the American Academy of Orthopaedic Surgeons; on 
the staff of St. John’s Hospital; served overseas during 
World War I; died Oct. 19, aged 66, of heart disease. 


Grigg, William T., Lawndale, N. C.; Atlanta Medical 
College, 1891; died in Shelby Hospital, Shelby, Nov. 
23, aged 94, of intestinal hemorrhage due to ulcer. 


Guidone, Erel Linguiti, Mlason, N. H.; Harvard Medi- 
cal School, Boston, 1925; specialist certified by the 
American Board of Psychiatry and Neurology; veteran 
of World Wars I and II; died Nov. 6, aged 61, of coro- 
nary thrombosis. 


Harris, Ralph Wayne, Placerville, Calif.; New York 
Homeopathic Medical College and Flower Hospital, 
New York City, 1912; formerly practiced in Long 
Beach, where he was on the staff of the Long Beach 
Community Hospital; died Oct. 29, aged 71, of 
adenocarcinoma. 


Hoebel, Frederick Carl ® Colorado Springs, Colo.; 
Northwestern University Medical School, Chicago, 
1936; specialist certified by the American Board of 
Surgery; fellow of the American College of Surgeons; 
veteran of World War II; on the staffs of the Glockner- 
Penrose, St. Francis, and Memorial hospitals; died Dec. 
3, aged 46, of coronary thrombosis. 


Holbrook, Walter Franz ® Kansas City, Mo.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1915; 
died Nov. 21, aged 72, of a heart attack. 


Johnson, Robert Walton * San Fernando, Calif.; Col- 
lege of Medical Evangelists, Loma Linda and Los 
Angeles, 1925; veteran of World Wars I and II; died 
Nov. 8, aged 57, of a cerebrovascular accident. 


Kies, Benjamin Bernhardt * Muskogee, Okla.; Univer- 
sity of Oklahoma School of Medicine, Oklahoma City, 
1928; served during World Wars I and II; past- 
president of Pittsburg County Medical Society; county 
health officer; medical rating specialist with the Vet- 
erans Administration; died Oct. 1, aged 63, of 
arteriosclerosis and rupture of the aorta into the peri- 
cardial sac. 
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Larson, Ralph Hertrich ® Anoka, Minn.; University of 
Minnesota Medical School, Minneapolis, 1941; member 
of the American Academy of General Practice; veteran 
of World War II; on the staff of the Asbury Methodist 
Hospital in Minneapolis; drowned in Diamond Lake 
Nov. 14, aged 41, while trying to reach shore after 
duck boat capsized. 


Levin, Benjamin Mordecai ® Chicago; University of 
Illinois College of Medicine, Chicago, 1924; associate 
professor of pediatrics at the Chicago Medical School; 
formerly on the faculty of his alma mater; specialist 
certified by the American Board of Pediatrics; fellow 
of the American Academy of Pediatrics; on the staffs 
of the Cook County Hospital and the Michael Reese 
Hospital, where he died Nov. 27, aged 58, of a cerebro- 
vascular accident. 


Lewis, Harry Harrison, Reading, Pa.; Hahnemann 
Medical College and Hospital, Philadelphia, 1913; 
veteran of World War I; died in Wyomissing Nov. 13, 
aged 68, of acute coronary occlusion. 


Lile, Luther Mace * Hope, Ark.; University of Ten- 
nessee College of Medicine, Memphis, 1916; fellow 
of the American College of Surgeons; served on the 
staffs of the Julia Chester Hospital and the Hempstead 
County Memorial Hospital; died Nov. 19, aged 62, of 
coronary occlusion. 


Lucas, Albert Campbell, Castle, Okla.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1878; an asso- 
ciate member of the American Medical Association; 
died Nov. 16, aged 85. 


McBeath, Ewing Cleveland, New York City; Univer- 
sity of Minnesota Medical School, Minneapolis, 1921; 
an associate member of the American Medical Associ- 
ation; died in the Bellevue Hospital Nov. 13, aged 71. 


McLeod, Robert Henderson * Palestine, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 1898; 
died in the Mother Frances Hospital, Tyler, Nov. 1, 
aged §2.° 

Magee, George Claude, Oil City, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1901; an 
associate member of the American Medical Associa- 
tion; past-president of the Venango County Medical 
Society; served on the medical staffs of the Meadville 
City and Spencer hospitals in Meadville and the Oil 
City Hospital; died Nov. 15, aged 76, of coronary 
occlusion. 


Manaugh, Hursel Conway, Fayetteville, Ark.; Univer- 
sity of Minuesota Medical School, Minneapolis, 1930; 
veteran of World Wars I and II; served on the staffs 
of the Veterans Administration hospitals in Boise, 
Idaho, Fargo, N. D., Fort Howard, Md., and Bay Pines, 
Fla.; manager of the Veterans Administration Hospital 
in Fayetteville, where he died Nov. 24, aged 56, of 
coronary thrombosis. 


Martin, Harington C., East Rainelle, W. Va.; Univer- 
sity of Louisville (Ky.) Medical Department, 1909; 
an associate member of the American Medical Asso- 
ciation; died Dec. 1, aged 79, of carcinoma of the 
prostatic gland and urinary bladder. 


| 
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Martin, Samuel P. * East Prairie, Mo.; Washington 
University School of Medicine, St. Louis, 1906; on the 
staff of the Missouri Delta Community Hospital, 
Sikeston, where he died Oct. 28, aged 79, of metastatic 
carcinoma of the prostate. 


May-Miller, Laura Genevieve ® Walla Walla, Wash.: 
College of Medical Evangelists, Loma Linda and Los 
Angeles, 1929; died in Loma Linda, Calif., Sept. 7, 
aged 65, of acute myocardial infarction. 


Meyer, Albert Julius * Glendale, Calif.; University 
of Louisville (Ky.) Medical Department, 1910; on 
the staffs of the Behrens Memorial Hospital, Glendale 
Sanitarium and Hospital, and the Physicians and Sur- 
geons Hospital; died Nov. 17, aged 73, of acute 
coronary occlusion. 


Moore, Kenneth Burnell * Flint, Mich.; University of 
Michigan Medical School, Ann Arbor, 1929; served as 
city health officer; on the staff of the Hurley Hospital; 
died Nov. 3, aged 51, of a heart attack. 


O'Brien, Paul Thomas * Menasha, Wis.; Marquette 
University School of Medicine, Milkaukee, 1932; mem- 
ber of the American Academy of General Practice: 
veteran of World War II; served on the staffs of St. 
Elizabeth Hospital in Appleton and the Theda Clark 
Memorial Hospital in Neenah: died in the town of 
Beaver, Oct. 21, aged 52, of injuries received in an 
airplane crash. 

O'Donnell, Frederick William * Junction City, Kan.; 
University Medical College of Kansas City (Mo.), 
1897; veteran of World War 1; served as mayor of 
Junction City; died in the Junction City Municipal 
Hospital Nov. 6, aged $4, of cerebral vascular accident. 


O'Dowd, John Joseph, New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1918; for many years on the staff of the 
Hospital for Special Surgery; died in the Doctors 
Hospital Nov. 20, aged 65, of heart disease. 


Opperman, Rudolph K., Detroit; Saginaw (Mich.) 
Valley Medical College, 1899; for many years on the 
staff of St. Mary's Hospital; one of the organizers of 
the East Side General Hospital; died in the Jennings 
Memorial Hospital Nov. 18, aged 87, of coronary 
disease. 


Payne, J. Will, Springfield, Ohio; Louisville (Ky.) 
Medical College, 1905; tormerly practiced in Willow 
Wood, where he was coroner of Lawrence County and 
county health commissioner; died in the Mercy Hos- 
pital Oct. 13, aged 84, of left ventricular failure, 
arteriosclerosis, and cerebral thrombosis. 


Pollock, Robert, New York City; New York Home- 
opathic Medical College and Hospital, New York 
City, 1926; member of the American Urological Asso- 
ciation; fellow of the International College of Sur- 
geons; attending urologist at the Sea View Hospital in 
Staten Island and visiting urologist at the Harlem 
Hospital; died Oct. 28, aged 59, of coronary throm- 
bosis. 


J.A.M.A., February 16, 1957 


Pulver, Michael * Fort Wayne, Ind.; New York Homeo- 
pathic Medical College and Hospital, New York City, 
1931; affiliated with Veterans Administration Hospital; 
died Nov. 7, aged 51, of infarction of myocardium and 
coronary arteriosclerosis. 

Purdy, James Jarratt ® Oriental, N. C.; Medical Col- 
lege of Virginia, Richmond, 1900; past-president of 
the Pamlico County Medical Society; served as mayor; 
died in St. Luke’s Hospital, New Bern, Nov. 4, aged 80, 
of cardiac complications following cholecystectomy. 


Raadquist, Charles Simon * Hibbing, Minn.; Univer- 
sity of Minnesota Medical School, Minneapolis, 1916; 
veteran of World War |; served as village health 
officer; on the staff of the Hibbing General Hospital, 
where he died Nov. 9, aged 72, of arteriosclerosis. 


Rayburn, John Albert * Pontotoc, Miss.; University of 
Tennessee College of Medicine, Memphis, 1915; served 
as superintendent of the Natchez Charity Hospital 
in Natchez; died in the Pontotoc Community Hospital 
Nov. 3, aged 74, of chronic cardiovascular disease. 
Reis, George W. * Junction City, Wis.; Milwaukee 
Medical College, 1912: bank president; on the staff of 
St. Joseph’s Hospital, Marshfield, where he died Oct. 
23, aged 69, of Carcmoma. 

Reynolds, Annie E., Tacoma, Wash.; the Hahnemann 
Medical College and Hospital, Chicago, 1901; retired 
supreme medical examiner of the Women’s Benefit 
Association; died Oct. 29, aged 82, of virus pneumonia 
and hypertension. 


Rhu, Herman Swetser, Sr. *® Tucson, Ariz.; Western 
Reserve University Medical Department, Cleveland, 
1899: veteran of World War I; practiced in Marion, 
Ohio; member of the Ohio State Medical Association; 
died Nov. 6, aged 79, of myocardial infarction and 
arteriosclerotic heart disease. 

Rolens, Louis Edwin, Granby, Mo.; St. Louis College 
of Physicians and Surgeons, 1905; member of the 
Missouri State Medical Association; past-president of 
the Newton County Medical Society; vice-president of 
the Granby School Board, which he served as presi- 
dent; for many years member of the Dixon and Granby 
School boards; veteran of World War I; on the staff of 
the Sale Memorial Hospital and Clinic in Neosho, 
where he died Nov. 12, aged 73, of coronary occlusion. 


Sangston, James Holmes *® McClellandtown, Pa.; 
Western Pennsylvania Medical College, Pittsburgh, 
1903; past-president of the German Township School 
Board, of which he was a member for 35 years; on the 
courtesy staff of the Uniontown ( Pa.) Hospital, where 
he died Nov. 7, aged 77, of acute pulmonary edema. 


Schirck, Frederick Foster, Hempstead, N. Y.; Albany 
(N. Y.) Medical College, 1905; member of the Ameri- 
can Academy of Dermatology and Syphilology and the 
Medical Society of the State of New York; honorary 
attending dermatologist at the Meadowbrook Hospital 
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in Hempstead; on the staffs of the Mercy Hospital in 
Rockville Centre and the Nassau Hospital in Mineola, 
where he died Oct. 30, aged 74, of coronary occlusion. 


Schmitz, Glenn Peter ® Little Falls, Minn.; St. Louis 
University School of Medicine, 1944; member of the 
American Academy of General Practice; formerly an 
officer in the Medical Corps, Army of the United 
States; on the staff of St. Gabriel’s Hospital; died in 
the University of Minnesota Hospitals, Minneapolis, 
Sept. 19, aged 37, of coronary occlusion. 


Scott, Edgar Marvin ® Birmingham, Ala.; Medical 
College of Alabama, Mobile, 1901; died Nov. 18, aged 
80, of hypostatic pneumonia and cardiac decompen- 
sation. 


Shera, George William, New York City; College of 
Physicians and Surgeons, medical department of Co- 
lumbia College, New York City, 1895; died in the 
Lenox Hill Hospital Sept. 30, aged 83, of a perforated 
ulcer and arteriosclerosis. 


Silver, Harry, Ridgewood, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 
1919; member of the Medical Society of the State of 
New York; died Nov. 7, aged 62, of coronary occlusion. 


Smith, John Walter Anthony, Mandeville, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1910; an associate member of the American 
Medical Association; for many years on the staff of 
the Touro Infirmary in New Orleans, where he died 
Nov. 10, aged 68. 


Smith, Mallory Lumpkin ® Maceo, Ky. (licensed in 
Kentucky in 1922); on the staff of the Owensboro- 
Daviess County Hospital, Owensboro, where he died 
Sept. 22, aged 72, of complications caused by virus 
pneumonia. 


Stanford, Henry ® Galveston, Texas; University of 
Texas School of Medicine, Galveston, 1941; member 
of the American Academy of General Practice; veteran 
of World War II; served on the staff of the Veterans 
Administration Hospital in Big Spring; died Nov. 7, 
aged 39, of myomalacia cordis and cardiac arterial 
occlusion. 


Thornton, Charles William ® Dallas, Texas; Beaumont 
Hospital Medical College, St. Louis, 1893; division 
surgeon for the Rock Island Railroad; died in Hobbs, 
N. Mex., Nov. 4, aged 82, of a heart attack. 


Townsend, Albert Levi, Dothan, Ala.; University of 
Nashville (Tenn.) Medical Department, 1899; served 
on the staff of the Frasier-Ellis Hospital, where he died 
Nov. 13, aged 82, after an operation on the prostate. 


Underwood, Russell Spaldon, South Miami, Fla.; 
Duke University School of Medicine, Durham, N. C., 
1951; certified by the National Board of Medical 
Examiners; on the clinical staff of the University of 
Miami School of Medicine in Coral Gables; on the 
staffs of the Variety Children’s Hospital and the 
Jackson Memoriai Hospital, Miami, where he died 
Nov. 3, aged 30, of chronic nephritis and uremia. 
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Wallfield, Jacob Mark, Brooklyn, N. Y.; University . 
and Bellevue Hospital Medical College, New York 
City, 1899; an associate member of the American 
Medical Association; served on the consulting staffs of 
the Kingston Avenue and Maimonides hospitals; died 
in the Queens Hospital, Jamaica, Oct. 26, aged 84, of 
coronary heart disease. 


Walker, William Dunn ® Charlottesville, Va.; Univer- 
sity of Virginia Department of Medicine, Charlottes- 
ville, 1944; served in the South Pacific during World 
War II; member of the American Trudeau Society; 
served on the staff of the University of Virginia Hos- 
pital, where he died Nov. 10, aged 36, of acute coro- 
nary insufficiency. 


Welker, Anthony J., Pampa, Texas; National Medical 
College, Chicago, 1905; died in Russell, Kan., Nov. 13, 
aged 79, of cancer of the left kidney. 


White, Minor Elisha ® Kankakee, Ill.; Loyola Univer- 
sity School of Medicine, Chicago, 1918; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology 
and Otolaryngology; veteran of World War II; at one 
time on the staff of the Illinois Eye and Ear Infirmary 
in Chicago; on the staff of the St. Mary’s Hospital; 
died Dec. 26, aged 67. 


Wilcox, Arthur G. ® Solon Springs, Wis.; Western Re- 
serve University Medical Department, Cleveland, 1905; 
died Dec. 14, aged 76. 


Wilkins, Charlotte Elsbeth Kusta ® North Miami, Fla.; 
Ohio State University College of Medicine, Columbus, 
1925; died Nov. 4, aged 66, of coronary occlusion with 
myocardial infarction. 


Williams, Arthur Joseph, Waukesha, Wis.; Rush Medi- 
cal College, Chicago, 1914; for many years city physi- 
cian; veteran of World War I; died Oct. 10, aged 69, 
of coronary occlusion. 


Williams, John Washington, Moab, Utah; Gross Med- 
ical College, Denver, 1895; died Aug. 13, aged 103. 


Wolff, Llewellyn Gilmer, Okarche, Okla.; Missouri 
Medical College, St. Louis, 1899; associate member of 
the American Medical Association; an honorary mem- 
ber of the staff of the Park View Hospital in El] Reno; 
died Sept. 30, aged 88, of coronary thrombosis. 


Woodard, John Henry, Nashville, Tenn.; University of 
Tennessee Medical Department, Nashville, 1894; died 
Nov. 19, aged 81, of arteriosclerotic heart disease. 


Wright, Lucius Featherstone ® Colonel, U. S. Army, 
retired, Atlanta, Ga.; Atlanta College of Physicians 
and Surgeons, 1910; U. S. Army Medical School, 1921; 
veteran of World Wars I and II; entered the Medical 
Corps of the regular Army in 1920 and retired Aug. 31, 
1946; died Nov. 3, aged 70, of coronary thrombosis. 


Wyatt, Edward Franklin ® Easley, S. C.; Southern 
Medical College, Atlanta, 1897; died in Greenviile 
General Hospital, Greenville, Nov. 5, aged 88, of 
uremia and prostatic obstruction. 


J.A.M.A., February 16, 1957 
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Nephrectomy in Nontuberculous Diseases.—At the 
meeting of the Vienna Medical Society on Dec. 7, 
R. Herbst of Graz reported on four patients with non- 
tuberculous but localized renal diseases. In two pa- 
tients with localized cystic degeneration the affected 
part of the kidney was removed; in one with horseshoe 
kidney the part that had been destroyed by hydro- 
nephrosis was removed; and in one with calculi in the 
upper renal calices and destruction of the papillae the 
affected part was removed. Clinical cure was obtained 
in all. 


Congenital Megacolon.—At the same meeting H. G. 
Wolf stated that in congenital megacolon obstipation 
is present from birth and an ileus is manifested in 
most cases in the neonatal period. This intestinal ob- 
struction is functional and is due to a lack of peristalsis 
in the portion of the colon in which the ganglion cells 
are absent. A barium enema reveals the portion in 
which ganglion cells are absent and confirms the 
diagnosis. The best diagnostic technique is the double 
contrast method. I. Obiditsch-Maver stated that in 
congenital megacolon large trunks of nerves without 
ganglion cells are found in the distal, nearly normal 
portion of the intestine rather than Meissner’s and 
Auerbach’s plexuses. This distal, nondilated portion of 
the intestine in which ganglion cells are absent dif- 
ferentiates congenital from acquired megacolon. Well- 
developed but defective intramural nerve plexuses 
with ganglion cells are found in the rather narrow 
distal portion of the intestine in acquired megacolon. 
The changes in the nerve plexuses of the narrow por- 
tion of the intestine were supposed to be the cause 
of the spasmodic contraction of the distal portion of the 
intestine in acquired megacolon. The portion without 
ganglion cells in congenital megacolon, in which there 
is no peristalsis as the result of an insufficient nerve 
supply, functionally corresponds to intestinal stenosis. 
The dilation of the intestine in congenital megacolon 
with thickening of the wall is the result of an active 
hyperplasia against peripheral resistance. The same 
theoretical considerations have already been proposed 
for the intestinal dilation in acquired megacolon. 


Bayonet Finger in Newborn Infants.—At the same 
meeting H. Koch of Tiibingen reported on a series of 
12,182 patients of all ages, both males and females, 
examined repeatedly for morphology and motility of 
the hands. Of these, 498 showed Schneider's bayonet 
finger. Careful examination of the patients with 
bayonet fingers led to (1) the confirmation of 
Schneider's statement that this symptom reveals an 
organic injury of the brain, even in single occurrences; 
(2) the conclusion that this injury almost certainly 
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goes back to trauma at birth; and (3) the assumption, 
as a result of examining newborn infants, that injuries 
of the globus pallidus, which occur during birth, lead 
to the symptom of bayonet finger. K. Kundratitz 
stated that bayonet-shaped fingers are often observed 
in children with cerebral injuries, mostly associated 
with other spastic symptoms, particularly in such dis- 
orders as cerebral spastic infantile paralysis and athe- 
tosis. Up to now, no diagnostic importance has been 
given to its single occurrence. 

Bayonet fingers differ unmistakably from deformities 
caused by trauma. The condition is not a sequela of 
athetosis. It is prevalently found in prematurely born 
children, but it is also caused by infectious compli- 
cations at birth. It is, therefore, not a symptom of 
cerebral immaturity. In the reported newborn infants, 
presumably the causes of cerebral injury are mostly 
congestive conditions in the area of the great cerebral 
vein. The symptoms of these disorders have to be dif- 
ferentiated from those of disturbed cerebral tonus, 
which is a result of cerebral injury in newborn infants. 
Disturbed cerebral tonus is of little importance in re- 
gard to the hands. Endogenous disturbances and those 
occurring in pregnancy are probably only a question 
of disposition. It is not known to what extent insignifi- 
cant cerebral injuries, which after birth are discern- 
ible only by bavonet fingers, may be fully compensated 
in the course of development. Infants with cerebral 
injury should be given glutamic acid, since it is the 
only amino acid found in human milk and since its 
high concentration in the brain is believed to be im- 
portant to the cerebral structure. 


BRAZIL 


Cowpox Virus in Sylvan Animals.—Dr. Cicero A. 
Moreira (Memorias do Instituto Oswaldo Cruz 54:93, 
1956) inoculated several species of raccoon, capybara, 
guinea pig, coati, land turtle, porcupine, opposum, 
armadillo, anteater, and others. In all these animals, 
after the routine technique used for the inoculation of 
calves and rabbits with the vaccinia virus, the infection 
developed in the usual way, but in the slow-moving 
three-toed sloth it followed a very atypical course. 
After a few days, the inoculation scratches healed com- 
pletely, but 30 days after the inoculation a few vesicles 
appeared in the scratched region of the animal's skin, 
giving the impression that they were a manifestation of 
a different disease. The material taken from these 
vesicles was inoculated in the cornea of a rabbit, and 
after a certain interval of time the eyeball was enucle- 
ated. The histological examination of the cornea re- 
vealed the presence of inclusion bodies, thus proving 
that the vesicles were true manifestations of cowpox 
infection. The experiment was repeated on another 
sloth, with the same result. 
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Asteroid Bodies in Leprosy.—Souza and Michalany 
reported to the Associacao Paulista de Medicina their 
observations on the asteroid bodies in lesions of lep- 
rosy, especially in relation to their distribution in the 
various forms of the disease. The study was based on 
the examination of 10,055 biopsy specimens taken 
from lepromatous lesions, 9,013 of which were in 
course of regression. Asteroid bodies were present in 
77 cases of these, always in the interior of the giant 
cells. They were not present in any of the remaining 
1,042 nonregressive lepromatous lesions, since in these 
lesions there were no giant cells. Asteroid bodies were 
found in none of 719 cases of the tuberculoid form of 
leprosy. This is especially noteworthy, for the lesions 
of tuberculoid leprosy are, as a rule, rich in giant cells. 
In the lesions of a group of 4,000 with the indetermi- 
nate form of leprosy, no giant cells and, therefore, no 
asteroid bodies were present. The authors conclude 
that, in leprosy, asteroid bodies are found only in 
cases of the lepromatous form of the disease in regres- 
sion and only in the interior of giant cells. These 
giant cells are of the foreign body type and are differ- 
ent from Langhans’ cells of tuberculoid leprosy, since 
the latter, besides other differences, never have asteroid 
bodies in their interior. 


Sensitivity of BCG to Streptomycin and Isoniazid.— | 


Silveira and Chaves in O Hospital (50:31 1956) re- 
ported on their study of the sensitivity of three strains 
of BCG to streptomycin and isoniazid. This study was 
suggested by (1) the concept that, in the few fatal 
accidents caused by BCG, the immunizing material 
was the real cause of the infection, since the disease 
was not cured by the antituberculous drugs, to which 
BCG would be highly resistant; (2) the importance of 
ascertaining the sensitivity of BCG to these drugs by 
its use in combination with antituberculous chemo- 
therapy; and (3) the fact that, with the aim of pre- 
venting severe complications, isoniazid and _ strepto- 
mycin are now being more and more used for the 
treatment of children with mild pulmonary nontuber- 
culous diseases. The strains of BCG used were Moreau, 
Pasteur, and Oeding 3044/51, the last-named taken 
from a fatal case in Norway attributed to BCG. Planted 
in Darzins’ culture medium with egg yolk, the three 
strains developed abundantly, but they did not grow 
at all in tubes containing even small quantities of 
streptomycin or isoniazid. Thus, in vitro all three 
strains showed a great sensitivity to streptomycin and 
isoniazid. 


DENMARK 


Certificates of Ill Health.—There has been so much dis- 
satisfaction over the issue of health certificates by phy- 
sicians in Denmark that a conference on the subject 
was held under the auspices of the Danish Medical As- 
sociation in September. Representatives of the Nor- 
wegian and Swedish Medical Associations were pres- 
ent, as well as representatives of other groups, includ- 
ing employers (Ugeskrift for Lager, Oct. 25, 1956). 
One of the speakers suggested that the employee him- 
self should certify on his honor that he is too ill to 
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work, thus freeing his physician from what might be 
an invidious task. Such a shift of responsibility should, 
the speaker argued, mark an important advance from 
the point of view of mental hygiene and morals. It was 
also suggested that the certifying physician should be 
told in each case exactly how much a worker stood to 
gain from his sickness benefit. 

Another suggestion was that the curt certificate with 
a word or two on diagnosis should be discarded be- 
cause such brevity may encourage careless certifica- 
tion. Another speaker believed that the physician 
should be free to write that the worker can do so many 
hours’ work each day, i.e., that he is only partially dis- 
abled. The employer’s case was put forcibly by one 
speaker who declared that about half the medical 
certificates of ill health in employees were faulty or 
inadequately prepared and that such certificates were 
a nightmare for industry, adding to the cost of produc- 
tion. Another supporter of the employer complained 
that apprentices made a game of tricking physicians 
into granting certificates so that part of their appren- 
ticeship was financed at the cost of their employers. 
Though some employers haye ceased to complain 
to the authorities because of this alleged leniency to 
authors of faulty medical certificates, a renewal of 
such complaints was urged. 


Drug Fever.—Dr. Jens Schou (Ugeskrift for Leger, 
Oct. 18, 1956) has collected the records of 53 patients 
with pyrexia caused by idiosyncrasy to a drug, In 25 
the drug was a sulfonamide. Penicillin was the cause 
in only four cases. A drug hitherto not incriminated 
as a cause of drug fever was papaverine, which was 
held responsible for this condition in two cases. In 34 
patients fever was the only sign, and in the rest there 
was some additional evidence of drug idiosyncrasy 
such as a rash. In 13 patients the pulse rate did not 
rise with the temperature, a discrepancy that suggests 
that this was merely an allergic reaction. To illustrate 
the difficulties encountered in the detection of drug 
fever, Schou gives the history of a patient who suffered 
from remittent fever of the type associated with lym- 
phadenoma, with pyrexia lasting three days and re- 
curring every two or three weeks. Nearly 10 years 
earlier the patient had been treated for pulmonary tu- 
berculosis by subfascial oleothorax with paraffin. The 
pyrexia was cured by the surgical excision of a retro- 
clavicular cavity situated subcutaneously and contain- 
ing remnants of the oil. Only slight nonspecific inflam- 
matory reactions were found in the tissues excised, and 
they proved to be sterile. Schou gives the following 
reasons for interpreting drug fever as an allergic re- 
action: 1. It never occurs after the first dose, requiring 
a certain latent period, usually at least four days, 2. It 
ceases in a few hours to about two days after the of- 
fending drug is withdrawn. 3. It recurs when this drug 
is given again. 4. It is often accompanied by other 
allergic manifestations, such as serum sickness. 5. It is 
sometimes accompanied by eosinophilia. 


Treatment of Alcoholics.—Aalborg, with a population 
of about 100,000, deals with its alcoholics in a practical 
way that is described by Dr. Malthe Jacobsen in the 
Danish Medical Bulletin for September. In 1950, a 
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committee on alcoholism. representative of the church, 
the civil] a-thorities. labor, and industry, was appointed 
with the scle object of running an outpatient clinic. 
Here patients receive medical and social advice under 
ambulatory conditions, Newcomers are first seen by a 
social worker, who inquires about their social back- 
ground and problems. They are next seen by one of 
the three physicians connected with the clinic, and 
any somatic disease found to contribute to alcoholism 
is dealt with. About 30 to 60 patients come daily for 
their dose of disulfiram. 

Between Sept. 1, 1950, and Dec. 31, 1952, a total of 
308 patients (including 7 women) attended the clinic. 
An analysis of 266 of these patients, in 1954, indicated 
satisfactory results in 53% and fair results in 18%. Ap- 
plicants for treatment at the clinic are told that they 
must take disulfiram because it forces them to remain 
abstinent. Some of them have now taken this drug 
for three years or more, either regularly or intermit- 
tently. The work of this clinic has changed the attitude 
of the public toward alcoholics, who are now sent to 
the clinic by their mates when they begin to be addict- 
ed to alcohol. It is a tribute to the clinic’s influence 
in the town that patients now come to it in an earlier 
phase of their disease than they used to do. 

In the same issue there is an article by Dr. Knud 
Raby on disulfiram, with special reference to clinical 
and experimental work on it. He says that it should 
never be given in doses larger than those needed to re- 
lease a mild reaction and that a medical examination 
and medical supervision are necessary both before and 
during treatment. 


FRANCE 


Uremia by Dehydration.—At the Bichat conference in 
October, J. L. F. Brentano drew attention to the fact 
that azotemia with a nonprotein nitrogen level between 
60 and 100 mg. per 100 cc. may exist in a patient with 
a normal renal function test. Such a patient should 
not be given a low-protein diet. As intracellular hyper- 
hydration follows the loss of sodium and chloride ions, 
diuresis decreases and azotemia occurs. Intravenous 
infusions of dextrose should not be given but rather a 
20% solution of sodium chloride. 


Diagnosis of Amebiasis.—At the same meeting Soullard 
and Richir described a new method for diagnosing 
intestinal amebiasis. It consists in drawing off some 
mucus with a piece of synthetic sponge. This is then 
plunged into Bouin's fluid. It may be sent by mail to 
the laboratory. There it is enclosed in paraffin and 
sectioned. Under a one-hundred-fifty-fold magnifica- 
tion the amebas stand out against the background, as 
they do not take the stain ( metanil yellow). 


Paralysis Agitans.—At the same meeting, G. Guiot and 
co-workers presented the results of chemopallidectomy 
on 100 patients with paralysis agitans. The operation 
was successful in 70% of these patients. No deaths or 
complications were observed. The best results were 
obtained in the cases of unilateral paralysis agitans. 
When both sides are affected, the operation is per- 
formed on the side most severely affected. 


J.A.M.A., February 16, 1957 


Diagnosis of Cancer.—At the same meeting, Aron 
stated that in persons suffering from cancer the kid- 
ney excretes toxins produced by the tumor. If these 
are injected into an animal, the alarm reaction may 
be observed in its adrenal cortex. This is characterized 
by a discharge of lipids from the fascicular zone. The 
serum of animals prepared by a urinary extract from 
a patient with cancer will immunize a test animal 
against a subsequent injection of the same extract. 
The speaker concluded that the prepared serum of 
the animal contains an antibody that in the test animal 
neutralizes the effect of the antigen on the adrenal 
cortex. Using this serologic method, the speaker 
studied 150 serums, 22 of which were from patients 
with uncertain diagnoses, 90 from healthy subjects, 
and 38 from patients with cancer. Five of the serums 
from healthy subjects and 29 of those from patients 
with cancer gave positive results. 


Acne due to Chlorine.—In the Annales de dermatologie 
et de syphiligraphie of June, 1956, Dugois and Colomb 
reported the appearance of acne in men working with 
the D-4-5-trichlorphenol used to prepare a selective’ 
herbicide and a cosmetic germicide. All the workers 
were affected, most of them with mild acne and seven 
with a severe acne covering the whole body. Relapses 
and belated exacerbations often occurred several 
months after discontinuing this work. No effective 
treatment was found. Associated symptoms included 
disorders of vision, weakness, anorexia, gastric dis- 
orders, and hepatic insufficiency. 


INDIA 


Ascariasis.—N. V. Bhaduri and co-workers ( Bull. Cal- 
cutta School Trop. Med. 4:4, 1956) used piperazine 
diphenyl] acetate in 24 children with ascariasis. The 
drug was given before meals for two consecutive days. 
No preliminary preparations were made, nor was any 
purgative used after the treatment. The drug was 
well tolerated; there were no untoward symptoms. The 
stools were examined by concentration technique and 
direct smear 10 days after completion of the therapy. 
Twelve children were found to have been cured after 
a single course of treatment. 


Vitamin A Therapy for Acne.—A. N. Chakraborty and 
co-workers (Bull. Calcutta School Trop. Med. 4:4, 
1956) studied a series of 12 patients with acne in 
order to observe the therapeutic effect of vitamin A 
given orally in an easily emulsifying solution in a 
dosage of 100,000 to 150,000 I. U. daily. The duration 
of the disease was nine months to five years. The pe- 
riod of treatment was one to eight months. Two pa- 
tients were cured, four were appreciably improved, 
one was slightly improved, and five showed no im- 
provement. 


NORWAY 


BCG Laboratory.—Dr. I. Hesselberg ( Nordisk medicin, 
Oct. 10, 1956) reviews the activities of the state BCG 
laboratory in Bergen. Since it was started in 1937, the 
number of vaccinations has varied greatly from year to 
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vear. During the war, fear of tuberculosis infection 
promoted BCG vaccination. In 1947 and 1948, there 
was a further increase in this type of vaccination due 
to its becoming compulsory for certain groups in the 
community and to its being linked with mass radiog- 
raphy. The maximum increase was reached in 1952, 
with about 152,000 persons thus vaccinated. Now that 
so large a proportion of the community has already 
been vaccinated, the yearly rate has fallen. Altogether 
over a million Norwegians have been vaccinated with 
BCG. 

In Hesselberg’s laboratory, all work on the vaccine is 
carried out in a closed room whose air is sterilized by 
ultraviolet light. At every step sterility tests are carried 
out, and an interval of three days between the prepara- 
tion and issue of the vaccine allows time for the last 
such test. Only three persons deal with the preparation 
of the vaccine, and they can replace one another when 
necessary. Even when mediums and chemicals come 
from the same source, their quality is apt to vary, and 
the potatoes on which the cultures grow have also 
varied in quality, with some deterioration in the spring 
and early summer. The potency of the vaccine has 
been found to depend largely on the number of viable 
germs in it, and, as this number falls with the length 
of the transport of the vaccine to distant parts of Nor- 
way, it is likely to be relatively weak when sent far 
afield. In cities near the laboratory it may be used 
within the first three weeks of its preparation, but in 
those farthest removed this time limit has been re- 
duced to 10 days. Another precaution on which Hessel- 
berg insists, because of fear of microbic contam- 
ination, is the keeping of ampuls of the vaccine in a 
refrigerator once they have been opened. 


Cancer Register.—Cancer is the only noninfectious dis- 
ease that is reportable in Norway. By including it 
among the reportable diseases, the health authorities 
have stressed the need for obtaining more accurate 
information about its ravages. The Norwegian cancer 
register was established in 1952 under the auspices of 
the Norwegian Radium Hospital, the National Asso- 
ciation Against Cancer, the Ministry of Public Health, 
and the Central Statistical Bureau. The sources of in- 
formation from which the cancer register is supplied 
are public and private hospitals, radiology depart- 
ments, and pathology laboratories. There are also the 
official death certificates, which undergo a scrutiny in 
the register, where, if there are doubts about a given 
certificate, inquiries are made and information is 
sought from its author. The forms on which informa- 
tion is conveyed to the register are standardized and 
worded so as to provide for the inclusion of every pos- 
sible case, whether the patient has been treated on an 
inpatient or outpatient basis and even if he has not 
received treatment. The cooperation between the regis- 
trar and his informants is voluntary and is so effective 
that less than 5% of the questions sent to him have 
gone unanswered. Reporting on the activities of the 
register in Nordisk medicin for Oct. 4, 1956, Dr. Einar 
Pedersen points out that the machinery of registration 
has been working smoothly since 1953 and that in 1954 
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a total of 8,100 new cases were registered, a rate of 
2.4 per 1,000 inhabitants. This rate corresponds closely 
to the rate in other countries in which cancer is re- 
portable. 


Cyst Simulating Tuberculosis.—Cases of Echinococcus 
cyst would seem to be rare in Norway, but it has re- 
cently been suggested that a systematic search for the 
disorder might show it to be comparatively common. 
A tuberculosis hospital was built in 1947 in northern 
Norway, and within a few vears, thanks largely to 
radiologic examinations, 10 cases of Echinococcus cyst 
in the lungs were discovered. Reporting on these cases 
in Tidsskrift for den norske legeforening for Nov. 15, 
1956, Dr. O. Myrseth draws attention to the value of 
the Casoni test, which is carried out like a Mantoux - 
intracutaneous test, the material injected being ob- 
tained from an Echinococcus cyst. The reaction is 
positive when rubor is provoked at the site of the in- 
jection in the course of 10 minutes. Myrseth’s experi- 
ences with this test were so convincing that he recom- 
mends that it be used in a systematic survey of areas 
where the disease is suspected. The intermediate hosts 
in northern Norway are the dog and the reindeer. The 
salt-hungry reindeer is apt to lick snow infected by 
dog's urine. Infection in man results mainly from close 
contact with Taenia-infested dogs. In the same issue, 
Dr. G. Grytting reports from a hospital in Oslo the 
case of a 31-year-old man, one of whose kidneys was 
the seat of an Echinococcus cyst. The diagnosis was 
based on a radiologic examination for peptic ulcer. 


PERU 


Trypsin and the Pancreas.—Most observers have con- 
tended that pancreatic secretion contains no trypsin 
but rather trypsinogen, or zymogen, which is trans- 
formed by enterokinase into trypsin just as it reaches 
the duodenum. In opposition to this view, experimental 
data recently accumulated by Drs. L. Carrillo Matirtua 
and F. Zacnich Farfan (Anales de la Facultad de 
Medicina, vol. 39, no. 1, 1956) point conclusively to 
the presence of trypsin in the pancreatic ducts. The 
authors studied a series of 29 dogs, 20 of which were 
given secretin and 9 of which underwent faradic stim- 
ulation of the vagus nerve. They failed to demonstrate 
trypsin in the pancreatic secretion of one dog in the 
group stimulated by secretin. In both groups the 
tryptic level in the pancreatic secretion ranged from 
2.5 to 3.0 Agren-Lagerlof units, but, in general, it 
tended to be higher in the dogs undergoing electric 
stimulation. Whether trypsin is secreted by the exoge- 
nous pancreatic cells themselves or trypsinogen is 
converted into trypsin in the pancreatic ducts by some 
hitherto unknown mechanism is not stated by the 
authors. 


Cerebral Metabolism.—R. Torres and co-workers (Re- 
vista de neuro-psiquiatria, vol. 19, no. 1, 1956) acci- 
dentally observed in schizophrenic patients in pro- 
longed insulin comas or insulin comas damaging to 
nervous tissue that after intravenous injection of dex- 
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trose the differences in cerebral arteriovenous oxygen 
and glucose levels diminished as long as the coma 
persisted. This observation led them to investigate the 
usefulness of the intravenous administration of dex- 
trose as a test of the cerebral metabolic sufficiency. 
They found that normal subjects both before and after 
being given 60 cc. of a 30% solution of dextrose showed 
no modification in the differences in cerebral arterial 
and venous oxygen levels or in the absolute levels of 
arterial and venous oxygen. However, after the injec- 
tion of dextrose, glucose levels of the internal jugular 
vein tended to be greater in patients with proved 
psychoneurotic personality than in normal subjects. 
All investigations were conducted on subjects who 
were fasting, and samples of venous and arterial blood 
were obtained simultaneously from the jugular vein 
and femoral artery respectively. Shortly after the 
dextrose was injected and again after five minutes, 
further blood samples were taken. In patients with 
organic dementia or cerebral atrophy the arterial 
oxygen and the differences in cerebral arterial and 
venous oxygen levels were found to be diminished as 
compared to readings taken before the test. Such 
abnormal values remained unchanged after the injec- 
tion of dextrose. On the other hand, both the arterial 
and venous glucose levels proved to be statistically 
higher than those found in normal persons after the 
test, but the arteriovenous differences in glucose level 
were found to be normal both before and after the test. 

In patients with extrapyramidal syndromes the 
venous oxygen content was higher than normal both 
before and after the test, and the arterial oxygen con- 
tent was normal in both periods. The arteriovenous 
differences in glucose level, on the other hand, were 
normal both before and after the injection of dextrose. 
The increases in the arterial and venous glucose levels 
after the test were within the normal range. Patients 
suffering from chronic alcoholism had lower than nor- 
mal arterial and venous oxygen levels both before and 
after the hyperglycemia. The glucose levels after the 
test were greater in the venous than in the arterial 
blood in 8 of the 11 patients studied. Two such patients 
died later, and autopsy revealed extensive cerebral 
damage. In most patients with craniocerebral injuries 
resulting in focal or diffuse parenchymal damage the 
differences in cerebral arterial and venous oxygen and 
glucose levels were different for each hemisphere, both 
before and after the test. Similar results were obtained 
in many patients with cerebral atrophy. The authors 
concluded that patients with organic disease of the 
central nervous system show differences in cerebral 
arterial and venous oxygen levels either basically 
and/or after the injection of dextrose. The physician 
must bear in mind that patients who have organic 
cerebral disease usually show such differences within 
the normal range but that the intravenous injection 
of dextrose brings about abnormal changes indicative 
of the nature of their disease. On the other hand, the 
differences in cerebral arterial and venous glucose 
levels are consistently similar both in normal persons 
and patients with severe cerebral damage. The authors 
advance the hypothesis that perhaps in the latter 
group the anaerobic consumption of glucose would 
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be augmented. This would explain also the transient 
reduction of the differences in cerebral arterial and 
venous oxygen levels noted in patients with organic 
cerebral disease after the injection of dextrose. 


Metastasis of Mammary Cancer.—The lymph nodes of 
the internal mammary chain are believed by many ob- 
servers to be important means of spreading mammary 
cancer. In order to determine anatomically whether 
the resection of the internal mammary chain is a worth- 
while procedure, Drs. E. Caceres Granziani and M. 
Luna (Ginecologia y obstetricia, vol. 2, no. 2, 1956) 
studied 96 consecutive, unselected patients with mam- 
mary cancer, in all of whom the lymph nodes of the 
axillary and internal mammary chain were removed 
and examined histologically. Two of the earlier cases 
were excluded, because the patients had undergone 
roentgenotherapy prior to operation. Histological 
study of the lymph nodes showed that 36 patients had 
no axillary metastasis, whereas the remaining 58 did. 
In the latter group, 16 also had metastasis in the in- 
ternal mammary chain. In the group without axillary 
metastasis, involvement of the internal mammary chain 
was found in two patients. On the other hand, there 
was evidence that the greater the degree of axillary 
involvement the more likely was the internal mammary 
chain to show metastasis. In more than 33% of the 
patients in whom the internal mammary chain was 
invaded by malignant cells the axillary involvement 
reached grade III. 

The location of the tumor seems to play an impor- 
tant role in the incidence of involvement of the internal 
mammary lymph nodes. Of all the patients with axil- 
lary metastasis, such an involvement was detected in 
8 of 14 of those in whom the tumor was located in 
the inner half of the breast, in 3 of 9 of those in whom 
it was located in the subareolar region of the breast, 
and in 5 of 35 of those in whom it was located in the 
outer half. Of the 57 tumors situated in the outer half 
of the breast, 5 showed metastasis in the internal mam- 
mary lymph nodes. Such metastasis was associated 
with 3 of the 14 tumors located in the subareolar 
region and 10 of the 23 tumors situated in the inner 
half of the breast. The authors concluded that the 
classic radical mastectomy in some patients fails to 
constitute a rational surgical approach. This may ex- 
plain why the results after operation were poor in 
some patients with breast cancer. 


Carcinoma in Situ of the Uterine Cervix.—In the same 
issue a series of 51 patients with carcinoma in situ of 
the uterine cervix was reported on by Drs. J. Campos 
Rey de Castro and W. Rodriguez. The average age 
of these patients was 41 years, while the average age 
of the patients with infiltrating carcinoma was 47 years. 
Carcinoma in situ is a symptomless condition whose 
accurate diagnosis can only be made by the patholo- 
gist through cytological or histological examinations of 
cervical specimens. There is as yet no general agree- 
ment among observers as to the limits and concept of 
the condition, mainly because there is no uniformity 
of histological findings. The authors believe that it is 
an alteration of either the ectocervical or the endo- 
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cervical epithelium, or both epitheliums, with or with- 
out involvement of the endocervical glands, and that 
it consists of undifferentiated cells confusedly ar- 
ranged throughout the width of the epithelium, whose 
normal pattern is completely replaced by atypical 
cells. The integrity of the basal layer, however, is 
preserved. The Schiller line, described in 1943 as 
being an oblique boundary between the normal epi- 
thelium and the carcinoma in situ, is no longer con- 
sidered to be an invariable sign. The authors could 
find it in only 33% of their patients. 

In this series most tumors were found in the endo- 
cervix, with or without glandular involvement. When- 
ever the glands are involved, differential diagnosis is 
difficult, especially if the orifice of the gland is ob- 
structed by malignant cells. Accordingly, borderline 
cases should be regarded as slightly infiltrating cancer. 
In this series, cytological study revealed the existence 
of carcinoma in situ in 82.2% and of atypical epithe- 
lium in 8.9% of the 45 patients on whom it was per- 
formed. The authors stressed that every diagnosis of 
carcinoma in situ in a pregnant woman should be 
questionable. The atypical changes that are noted in 
the cervical epithelium of certain pregnant women and 
are mistaken for carcinoma in situ are usually accom- 
panied by such changes as edema, congestion, glandu- 
lar hyperplasia, and decidual changes that are not 
found in patients with intraepithelial cancer. Through 
histological study carcinoma in situ can be easily difter- 
entiated from Trichomonas-induced epithelial changes, 
from atypical squamous metaplasia, and from the less 
advanced grades of atypical metaplasia; but carcinoma 
in situ and grade 3 atypical metaplasia may show simi- 
lar histological patterns, thus making the differential 
diagnosis difficult, if not impossible. 

A puzzling problem concerns the course of carci- 
noma in situ. Since it can become an infiltrating lesion 
at any time, it would help to know the incidence of 
this conversion. Of the 14 patients in the authors’ 
series who refused any treatment because they had no 
symptoms, 7 were in good health from several months 
to three years after the diagnosis was made and one 
was well 11 years after the diagnosis. The remaining 
six patients could not be followed. However, in no 
patient under medical control has true carcinoma in 
situ been known to disappear. Operation is the treat- 
ment of choice, but there is still disagreement among 
observers about the extent of the surgical approach. 
In this series the therapy adopted depended on several 
factors. If the tumor was associated with such dis- 
orders as a uterine fibroma or ovarian cysts in women 
over 40 years of age, total hysterectomy was the rule. 
In younger, single women resection of the cervix with 
periodic cytological examination was the preferred 
procedure. In patients from distant rural communities 
total hysterectomy was advised because of the imprac- 
ticability of follow-up study. It is interesting that 
histological examination of the operative specimen 
from 6 of 35 patients who underwent various opera- 
tions failed to verify the diagnosis, although multiple 
biopsy specimens examined prior to the operation 
were positive for carcinoma in situ. 
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Mammary Tuberculosis.—In the same issue Drs. Misad 
and Caceres Graziani reported that early in the course 
of mammary tuberculosis it is likely to be mistaken 
for cancer of the breast. Mammary tuberculosis may 
affect patients of any age, but 20 of the patients in the 
authors’ series of 30 were in their 30's. Clinically the 
condition passes through a nodular stage, a stage of in- 
volvement of the skin, and a fistulous stage, with or 
without lymph node involvement. Early in the course of 
the disease clinical differentiation from mammary can- 
cer may be difficult or impossible. Later, however, espe- 
cially when fistulas develop, the diagnosis is easy. Histo- 
logical examination of a biopsy specimen at any time 
of the disease should be conclusive. Of nine patients 
with a clinical diagnosis of mammary cancer, aspiration 
biopsy proved this diagnosis to be erroneous in seven 
of them and even suggested the possibility of tuber- 
culous infectior Although the authors’ series is too 
small for definitive conclusions, surgical treatment 
combined with chemotherapy constitutes the best ap- 
proach. In the authors’ series, the patients who received 
only medical treatment showed a good response; the 
response was better in those patients who underwent 
operation only; and the best response was in those in 
whom both procedures were used. 


UNITED KINGDOM 


Poliomyelitis and Prophylactic Inoculations.—Early in 
1951, health officers in Great Britain investigated the 
suggestion that there was a causal relation between 
prophylactic inoculation against diphtheria, whooping 
cough, and smallpox and the subsequent development 
of paralytic poliomyelitis. The Medical Research Coun- 
cil has reported on the investigation (Lancet 2:1223, 
1956). Between 1951 and 1953, all cases of paralytic 
poliomyelitis in children in England and Wales were 
investigated when the patients gave a history of 
prophylactic inoculation against diphtheria, whooping 
cough, or smallpox within 12 weeks before the onset 
of symptoms. In all, 355 cases of paralytic poliomyelitis 
were followed up. Of 222 children who had completed 
a primary course of inoculations or who had been 
given booster doses, 132 developed paralysis within 
1 to 30 days after inoculation. In most, the onset of 
paralysis was between the 11th and 17th days after 
prophylactic inoculation. Records of numbers of inocu- 
lations given during the period of study were collected 
from children in county boroughs and other large 
urban areas, and the cases of paralytic poliomyelitis 
occurring in these areas in children inoculated in clin- 
ics were related to the number of inoculations re- 
ceived. In the years 1951 to 1953, about one child in 
37,000 inoculated developed paralytic poliomyelitis. 
It was concluded that there was no risk of the latter 
a month or longer after the inoculation and that a 
series of inoculations had no cumulative effect. 

The risk depended on the immunizing agent. It was 
greatest after alum-precipitated diphtheria toxoid with 
pertussis vaccine and least with diphtheria toxoid- 
antitoxin floccules, formol diphtheria toxoid, alum- 
precipitated diphtheria toxoid, and purified diphtheria 
toxoid, aluminum phosphate precipitated. Mixed non- 
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alum-precipitated agents occupied an intermediate 
position, and plain pertussis vaccine appeared rela- 
tively safe. Smallpox vaccine did not appear to provoke 
an attack. In children between the ages of 6 and 24 
months, about 13% of the 1,308 cases of paralytic 
poliomyelitis were causally related to previous inocu- 
lation with one of the agents mentioned. This corre- 
sponded to 170 cases provoked by inoculation. 

There was a clear relationship between the site of 
inoculation and the site of paralysis. There was no 
evidence that those children inoculated subcutaneously 
were less liable to develop paralysis than those inocu- 
lated intramuscularly or that virus was transmitted 
from child to child through contaminated syringes. 
Investigations on a smaller scale in Scotland gave simi- 
lar results. The inquiry was continued in 1954 and 
1955, and reports were received on 164 paralytic and 
35 nonparalytic cases of poliomyelitis in children who 
developed symptoms within 12 weeks of inoculation. 
The relationship between site of inoculation and site 
of paralysis was again demonstrated. The medical 
research committee suggests that the prophylactic 
immunization of vulnerable age groups should con- 
tinue but that it should be restricted to the months 
from November to March, when the risks are lowest, 
and that only those immunizing agents with the lowest 
risk should be used. 


Benactyzine in Psychoneurosis.—-Benactyzine, a tran- 
quilizing drug introduced into Britain from Denmark, 
was reevaluated by Seager and Leitch (Brit. M. J. 
2:1407, 1956), who point out that no controlled trials 
have been made with the drug. They gave it to in- 
patients in a neurosis unit for the treatment of non- 
psychotic illness, Patients were selected for trial if 
anxiety and tension were the prominent symptoms. 
Each patient received Benactyzine for two weeks in a 
dosage of 2 mg. three times a day, and a placebo for 
two weeks, in a random order of starting. Each eve- 
ning the patients filled in a form, commenting on their 
general state of well-being during the previous 24 
hours and marking a number of symptoms listed as 
“absent,” “mild,” “moderate,” or “severe.” These were 
scored numerically. The results obtained showed 
clearly that the pharmacological and therapeutic effects 
of Benactyzine were no better than those of the 
placebo. Seager and Leitch point out that the seeing 
of patients by therapists tor long periods in itself often 
has some therapeutic effect, and this might explain 
the apparently beneficial results recorded by other 
workers using Benactyzine. 


Cerebral Lesions Due to Vitamin Biz Deficiency.—The 
changes in the nervous system now known to be due 
to vitamin B,, deficiency occur in the spinal cord, 
peripheral nerves, and brain. The cerebral lesions, 
which are the least familiar, have been described by 
Holmes (Brit..M. J. 2:1394, 1956). The end-result of 
untreated cerebral lesions may be a severe dementia 
even more crippling than the paraplegia produced by 
the spinal lesions, and it may be _ irreversible 
when therapy is delayed by failure in diagnosis. 
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The cerebral symptoms may precede the anemia and 
the spinal lesions for long periods. In 25 patients with 
vitamin B,, deficiency who had involvement of the 
nervous system, Holmes found 14 with well-marked 
cerebral symptoms. These may be classified as mental 
and ophthalmological. The mental symptoms were 
extremely variable and included mild disorders of 
mood, mental slowness, memory defects (which may 
be gross), confusion, severe agitation and depression, 
delusions and paranoid behavior, visual and auditory 
hallucinations, urinary and fecal incontinence in the 
absence of overt spinal lesions, dysphasia, violent 
maniacal behavior, and epileptic attacks. None of 
these is pathognomonic, and in the absence of spinal 
lesions or anemia the diagnosis of vitamin By,» defi- 
ciency may be missed. The ocular disturbance consists 
of dimness of vision due to optic atrophy. Retinal 
hemorrhages, if they occur, are associated with severe 
degrees of anemia. Holmes states that vitamin B,. 
deficiency should be considered as a possible cause of 
obscure cases of optic atrophy. 

Early diagnosis is essential for effective treatment, 
because the reversibility of neurological and cerebral 
symptoms depends largely on their duration. Diagnosis 
depends on the recognition of signs of spinal involve- 
ment or peripheral neuropathy, evidence of pernicious 
anemia in the blood or bone marrow, and histamine- 
fast achlorhydria. Electroencephalography, which 
sometimes shows diffuse slow-wave activity, may be 
of help in diagnosis. Holmes considers that muscle 
biopsy may be a useful diagnostic procedure. The 
myelin sheath of peripheral nerves stained vitally with 
methylene blue shows “ballooning,” and terminal 
fibrils of peripheral nerves show excessive branching. 
Diagnosis may also be aided by the assay of vitamin 
B,»2 in the serum with the alga Euglena gracilis. Treat- 
ment is with large doses of vitamin By», e.g., an initial 
dose of 1 mg. followed by 500 mcg. twice weekly for 
one month, and then not less than 100 mcg. weekly 
for the next six months, 


Hospital Beds Crisis.—Recently, figures were given by 
the London Emergency Bed Service showing that the 
increased demand for hospital beds for emergencies, 
especially for elderly patients, in the first three months 
of 1956 resulted in hospitals using beds intended for 
patients on waiting lists. These lists grow longer and 
remain abnormally long for two or three months after 
the winter crisis is over. A comparable situation is 
occurring in provincial hospitals. At the City Hospital, 
Nottingham, and its annex, Sherwood Hospital, the 
number of patients over 60 admitted from Jan. 1 to 
June 30, 1956, was 1,087, or 62% of all medical admis- 
sions. A comparison of emergency admissions and 
patients on waiting lists showed that the latter were as 
acutely ill as most emergency admissions. Half of the 
patients on the hospital waiting list died at home 
before a hospital bed could be secured. The waiting 
list for men was cleared by June, but that for women 
was not, although they were allocated three times as 
many beds as the men. Many hospitals are now reluc- 
tant to admit elderly patients, many of whom remain 
in hospital because of unsatisfactory home conditions. 
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Many of these elderly patients live alone. The sug- 
gestion has been made that more beds should be 
made available in the three critical months of the 
year (January to March) and that elderly patients 
should be accommodated not in ordinary hospitals but 
in convalescent homes, infectious disease hospitals, 
and sanatoriums if beds are available. 


Cortisone and Ulcerative Colitis.—Since the introduc- 
tion of corticosteroids for the treatment of ulcerative 
colitis, a new complication has arisen. Brooke (Lancet 
2:1175, 1956) reports that when patients with ulcera- 
tive colitis do not respond to cortisone or other corti- 
costeroids, given over a period of four to six weeks, 
the wall of the colon becomes excessively friable. In 
some cases the wall actively disintegrates, its place 
being taken by the parietes and adjacent viscera, usu- 
ally the small intestine. Under these circumstances 
surgery becomes impossible. The surgeon can neither 
remove the colon nor make an ileostomy. Brooke de- 
scribes three deaths resulting from surgery after the 
patient failed to respond to cortisone; it was impos- 
sible to suture the disintegrated colon, and death re- 
sulted from peritonitis. He warns that to continue to 
give corticosteroids in the absence of improvement 
may prejudice for the occasional patient the one op- 
portunity of survival that can be obtained through 
colectomy. Corticosteroid therapy should cease in any 
patient not showing response in two weeks. It would 
be preferable to attempt to assess the degree of dam- 
age to the wall of the colon before starting treatment, 
which from the outset should be in the hands of both 
physician and surgeon, even if no operation is ulti- 
mately required. 


Threadworm Control.—Dr. R. H. Hill has observed 
the effects of mass treatment with piperazine adipate 
of all the 194 children aged | to 14 years on one of the 
Shetland Islands (British Medical Journal, Nov. 17, 
1956). The object was to rid them of threadworms. 
A sample group of 50 children were examined by anal 
swabs and their mothers questioned about their symp- 
toms, before and after treatment. Before treatment 32 
were found to be infested with threadworms. Two 
weeks after treatment all 30 who completed the course 
were free of infestation. Six months later 20 had be- 
come reinfested, but one month after a second course 
of treatment all were again free. There was also 
amelioration in the symptoms general ascribed to 
threadworm infestation, with the notable exception of 
enuresis. Side-effects of treatment were few and un- 
important. It was concluded that mass treatment with 
piperazine adipate is effective in eradicating thread- 
worm infestation in a community of children, but to 
prevent relapse the parents, especially the mothers, 
must be treated at the same time. 


Mental Hospitals.—The Board of Control’s report on 
the condition of mental hospitals and other institu- 
tions for the mentally ill (excluding mental defectives ) 
in England and Wales in 1955 states that at the end 
of the year the mental hospitals were overcrowded to 
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the extent of nearly 18,000 patients and that the nurs- 
ing shortage persisted. The figures showed some im- 
provement on the previous year, however. An encour- 
aging feature of the report is that the proportion of 
voluntary patients continued to rise, being 75% of the 
total admissions to designated mental hospitals during 
the year; in 1946 the comparable figure was 50.8%. At 
the end of 1955 a total of 150,856 patients were re- 
ported as being under institutional care for mental 
illness. This figure included 4,291 private patients and 
1,108 “criminal lunatics,” and represented a fall of 
1,288 since the beginning of the year. 


Degrees in Nursing Urged.—University training for 
nurses, leading to a degree in nursing, is recom- 
mended in a program published by the Royal College 
of Nursing. Copies were sent to the Ministry of Health 
and the Ministry of Labor, which is responsible for 
recruiting nurses. At the end of a course lasting per- 
haps five years a woman would emerge as a state- 
registered nurse as well as a graduate. Such women 
would eventually become nursing supervisors and 
holders of other senior posts. The college is convinced 
that nursing today is a truly academic discipline. Miss 
Frances Goodall, general secretary, said at a press 
conference that lack of a degree debars British women 
from appointment to some posts at home and abroad. 
In the United States, Canada, and India, nursing de- 
grees are given. The scope is widening for nurses in 
national and international fields. More than 300 nurses 
are on boards and committees in the National Health 
Service. A research body is to be established by the 
college council. Proper remuneration, pension provi- 
sion, reasonable hours, and sufficient leisure are im- 
portant if the right type of men and women are to 
be attracted. 


College of General Practitioners.—The members of the 
College of General Practitioners at their fourth annual 
meeting heard a lecture by Dr. I. D. Grant, chairman 
of the representative body of the British Medical Asso- 
ciation on nationalized medicine, in which he said that 
with more effective weapons against disease than ever 
before the lot of the general practitioner should be 
immeasurably improved. But is it? Never have the 
people of Great Britain been so disease-conscious, so 
drug-conscious, and so hospital-conscious. In the crea- 
tion of the welfare state, a bloodless revolution has 
occurred. The character and outlook of the British 
people changed completely. There has been a great 
leveling of social conditions but little corresponding 
improvement in the realm of responsibility. How many 
patients today wish to be independent? The old order 
has changed, and now the general practitioner is 
shackled to his patient by the iron fetters of a legal 
contract. Formerly, the bond that united them was the 
golden thread of mutual esteem and confidence, and 
the obligation to render service was enforceable only 
by the physician’s conscience. 

Whether the particular type of nationalized medi- 
cine in Great Britain is the best for the welfare state 
only time will show, but few of the profession in the 
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Dominions or the United States would accept the con- 
ditions in Great Britain. They particularly dislike the 
exclusion of the general practitioner from the hospitals, 
the political appeal to the cupidity of the public, and 
the capitation method of payment. Physicians in 
Great Britain should seek to attain unity within the 
profession, and the general practitioner must be en- 
couraged to accept more, not less, responsibility, to 
treat more illnesses in the home, and to undertake 
simple diagnostic procedures and minor operations, as 
he has in the past. The public must be made to realize 
that their own physician can deal with most illnesses 
just as skillfully as the professor in the hospital ward, 
and the demand for unnecessary hospitalization must 
be resisted. Other needs include the opportunity for 
postgraduate study and clinical research. Finally, phy- 
sicians must strive to remove the health service from 
the sphere of party politics. As long as the health of 
the nation is used as a vote-catching instrument, physi- 
cians will feel that they are mere pawns in the political 
chess game. If their professional freedom is not eventu- 
ally to be undermined, it is essential that private prac- 
tice be maintained. 


Peritonecoscopy.—Handley and Nurick ( British Medi- 
cal Journal, Noy. 24, 1956) used peritoneoscopy in a 
series of 136 patients, and they concluded that it is a 
safe, minor procedure that, if employed with due re- 
gard to its limitations, will give information that could 
otherwise be obtained only by laparotomy. Obesity 
and abdominal adhesions are contraindications to its 
use. Peritoneoscopy is unnecessary if the patient un- 
questionably needs an operation, but it may indicate 
the necessity for operation when this is in doubt. It is 
most successful in the diagnosis of hepatic disease, 
ascites, and abdominal masses and in estimating the 
spread of abdominal malignant disease. When used for 
a definite indication, peritoneoscopy achieves its pur- 
pose in nearly 90% of technically successful cases. In 
the authors’ series there were no deaths and only minor 
complications were encountered. 


Facial Palsy.—_In the same issue, Cawthorne and 
Haynes report « series of 557 patients with facial palsy. 
The frequency of this condition is attributed to the 
facial nerve’s long and tortuous course through a small 
bony canal in the temporal bone. Anything that causes 
a segment of the nerve or of its covering to swell in the 
bony canal is likely, by squeezing the blood of the 
vessels, to result in ischemia. This is thought to be the 
cause of neuropathy of the facial nerve, which ac- 
counted for 62% of the cases in this series. Injury was 
responsible for 15% and a lesion at the geniculate 
ganglion for 7%. By testing the ability to taste and to 
lacrimate in a patient with facial palsy it is often possi- 
ble to differentiate between a lesion near the stylo- 
mastoid foramen, at the geniculate ganglion, and in 
the nucleus. The authors suggest that in a patient 
with facial palsy, if the nerve is electrically dead, an 
attempt should be made, whenever it is surgically prac- 
ticable, to explore the nerve at the site of the lesion. 
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Action of Mecamylamine.—In the same issue Doyle 
and co-workers report on the effects of Mecamylamine, 
a ganglion-blocking secondary amine. Oral administra- 
tion of this drug leads to a fall in blood pressure lasting 
12 or more hours. The hypotensive action seems pre- 
dictable, and acute hypotensive episodes are unusual. 
Little if any tolerance occurs. The side-effects, particu- 
larly alimentary, are also prolonged, and four patients 
preferred pentolinium given parenterally. In spite of 
the frequency of side-effects, the advantages of oral 
administration, prolonged hypotensive action, and pre- 
dictabilitv of response make this substance the most 
convenient and reliable hypotensive agent so far avail- 
able. 


Anesthetic Explosions.—The same issue contains the 
report of a working party of physicists, anesthetists, en- 
gineers, surgeons, and radiologists, appointed three 
vears ago to study anesthetic explosions. In the seven 
vears after 1947, about 15 million anesthetics were 
given in Great Britain. Of these, about 6 million were 
with explosive anesthetics. In spite of this number, only 
36 explosions occurred, but three people died as a con- 
sequence of them. Almost always when an accident oc- 
curred there was some avoidable factor against which 
precautions could have been taken. The report con- 
cludes that the risk of explosion and particularly of a 
fatal explosion has been greatly overemphasized, espe- 
cially when considered in relation to the risk of acci- 
dents on the roads, in factories, and in the home. If, 
however, these explosions are to be eliminated, a much 
greater awareness of the sources of danger must exist 
among every grade of worker connected with the 
operating room—not only anesthetists, but also admin- 
istrators, architects, engineers, physicists, and the 
nursing and surgical statt. 


Delivery Following Hibernation.—A 7 Ib. 12 0z. (3,515 
gm.) boy was born on the 23rd birthday of a mother 
who was unconscious for 168 days after a street acci- 
dent. She was kept in a state of artificial hibernation 
for a week in Newcastle-upon-Tyne General Hospital 
to save her life and that of her child. The baby arrived 
a fortnight earlier than expected. The birth was en- 
tirely natural. When she was admitted to the hospital 
with a severe cerebral injury, caused when she was 
struck by a log falling from a truck, the mother’s 
chances for life were thought to be poor. She remained 
in a deep coma. Artificial hibernation was induced, and 
when her body temperature reached 85 F (29.4 C) a 
decompression operation was performed. The extent 
of her recovery was greater than was at first believed 
possible, and there is every hope that she will ulti- 
mately regain normal health. 


Hospital List Smallest Since 1948.—Hospital waiting 
lists are now the smallest since the National Health 
Service started in 1948, according to Mr. Turton, Min- 
ister of Health. There are about 453,000 patients 
awaiting admission, compared with 530,500 five years 
ago. In the last six years, 28,000 new beds were pro- 
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vided, but 700,000 more patients were treated. This 
was due to an accelerated turnover, resulting from ad- 
ministrative improvements. 


New Medical Dilemma.—The problem of privileged 
communication has arisen over mass radiography. By 
his Hippocratic oath a physician swears not to divulge 
his patient’s secrets. When large numbers of healthy 
people began to be examined by mass radiography, a 
promise was made that the result, negative or positive, 
would be kept confidential and not disclosed to any- 
one else without the patient's consent. As a result, says 
the annual report of the National Association for the 
Prevention of Tuberculosis, an industrial surgeon is 
not aware if one of the employees of his firm is found 
to be suffering from an infectious disease, yet he is 
responsible for the general health of the workers. If 
he knew who the infected person was, he could take 
steps to minimize the risks of transmission. There are 
arguments for both sides, but a way must be found 
that is for the good of the individual’s health while 
preserving his right to confide in his physician pri- 
vately. 


WORLD HEALTH ORGANIZATION 


New Rabies Treatment.—The striking effectiveness of 
antiserum plus vaccine in preventing rabies in a group 
of persons who were severely bitten by a rabid wolf in 
Iran was accepted as a clear demonstration of the use- 
fulness of this method by the third session of the 
WHO Expert Committee on Rabies, which met in 
Paris in November. This notable advance in the pre- 
vention of rabies represents a high degree of inter- 
national collaboration, coordinated by WHO, because 
it could not have been achieved by any single country 
or laboratory. The committee members, whose labora- 
tories are situated in India, Iran, Israel, Spain, France, 
and the United States, have been working together on 
rabies control since 1950. Research carried out by 
several of the committee members showed that it was 
necessary to give a complete course of vaccine along 
with the antiserum. Moreover, because of side-reac- 
tions, which can be produced by any antiserum, it was 
recommended that antiserum be used, after making 
sensitivity tests, only in patients with severe exposures. 
The committee also studied the best procedures to 
follow in treating wounds inflicted by animals suspect- 
ed of having rabies. These studies showed the value 
of immediate cleansing with soap and water, followed 
by cauterizing with nitric acid on parts of the body 
where this can be done without danger. The third 
step recommended in local treatment of wounds— 
and this is a new development—is the injection of 
antiserum around the site of the bite. 

A new technique for protecting persons whose 
occupations expose them to the possibility of bites of 
rabid animals was outlined by the committee. There 
is a danger of postvaccinal complications. The new 
approach involves providing basic protection by giving 
very small doses of chick embryo vaccine or a few 
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doses of ordinary nervous tissue vaccine, followed by 
a single booster dose of vaccine after a bite. This is 
in contrast to the 14-to-2l-day schedule of inocula- 
tions now followed. A single injection of a recently 
developed vaccine prepared from chick embryos was 
found to confer long-term protection on dogs and 
cattle. It is necessary not only to vaccinate dogs but 
also to control stray animals. Rabies in wildlife, 
particularly in foxes, jackals, and wolves, is a problem 
in many countries. It also exists in some insectivorous 
bats in North America. The finding of rabies in insec- 
tivorous bats in Yugoslavia indicates that this problem 
is not confined to the Western Hemisphere. The com- 
mittee suggested the establishment and use, by coun- 
tries throughout the world, of an international standard 
reference antiserum and vaccine, so that procedures 
will be more uniform and the potency of antirabid 

substances will be assured. | 


Yaws.—As a result of a meeting held in August in 
Accra, Gold Coast, Africa, under the sponsorship of 
the World Health Organization, five countries of West 
Africa will pool their resources in order to fight yaws. 
Eleven million people will be treated in the mass 
campaigns undertaken by French West Africa, French 
Togoland, the Gold Coast, Liberia, and Sierra Leone. 
This campaign is part of the continentwide offensive 
against yaws. It was estimated that it would take 10 
years to reach the 25 million or more Africans suffering 
from this disease. The West African campaigns will, 
as far as possible, be undertaken simultaneously in 
adjacent border areas in order to prevent the reintro- 
duction of the disease. Political frontiers in Africa are 
not related to geographical and tribal barriers and 
are crossed daily by countless thousands of people. 
French West Africa will undertake the treatment of 
4,225,000 people simultaneously in Senegal, Guinea, 
Upper Volta, Ivory Coast, and Dahomey. 


Pneumonia.—A marked decline in the number of 
deaths from pneumonia has occurred since penicillin 
and other antibiotics have become available. This de- 
cline ranges from 14.1% in Portugal to 62.1% in New 
Zealand (WHO Epidemiological and Vital Statistics 
Report, ol. 9, no. 9, 1956) Nevertheless, pneumonia 
still ranks among the 10 diseases causing the greatest 
number of deaths in the developed countries. It re- 
mains one of the three leading causes of death among 
infants and is even more serious among the aged. In 
New Zealand, Switzerland, Italy, the Netherlands, the 
United States, and Sweden, the most people have been 
saved from death from pneumonia. The only excep- 
tions in the general trend are to be found among 
people over 80 in a few countries such as France, 
Finland, the United Kingdom, and Portugal, where 
an increase in pneumonia death rates is recorded for 
certain years. Of the three forms of pneumonia (lobar, 
bronchial, and primary atypical), the one responsible 
for the most deaths in most countries is bronchopneu- 
monia. In Japan, however, lobar pneumonia and in 
Germany and France primary atypical pneumonia 


lead. 
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ANOTHER REMARKABLE ACHIEVEMENT 


To the Editor:—Thanks to the initiative, grit, and per- 
severance of local citizens, the beautiful, up-to-date 
Jefferson County Memorial Hospital functions in a 
remote village. The inhabitants of this sparsely settled 
county in the northeastern part of Kansas became 
concerned in 1946 over the fact that, while they enjoy 
most of the amenities of modern living, adequate pro- 
vision for their sick was lacking. Thev methodically 
set about building a hospital that would attract the 
needed physicians to their midst. There was not a 
single town of much size in the county. Little Win- 
chester, which had fewer than 400 residents, thought 
one of the slightly larger towns would go ahead, but 
that town delayed, so Winchester went to work on the 
community project. 

From the inception of the movement to the attain- 
ment of their goal, the townspeople worked ceaselessly 
to get funds and to spend them wisely. They made 
no tax levy for a bond issue, nor did they seek state 
or federal aid. A good architect drew the plans, but no 
over-all contract was let, for they intended to volun- 
teer their labor. Never once was work stopped for lack 
of funds. Though at harvest time the work was slowed, 
at other times as many as 30 volunteers were mixing 
concrete, driving nails, or wielding paintbrushes, 
spurred on by their slogan, “When Winchester starts 
something it goes through with it.” 

Everyone did what he could. Farmers who could 
plow straight furrows followed marked lines with saws. 
Business and professional men devoted themselves to 
whatever task they found to do. A minister dug holes 
and schoolteachers and editors did their bit. Roy 
Baker, owner of a rock quarry at Valley Falls, gave 
the rock and hauled it free. Most of the rest of the 
liauling was done by farm trucks, driven by women 
as often as by men. Shoulder to shoulder with the men, 
women labored diligently, pushing wheelbarrows or 
painting throughout the long period of building. Mrs. 
Victor Hiebsch publicized the Thrift Shop. Local 
women devoted long hours to making and collecting 
everything available to sell at this shop and took turns 
whaving charge of it. In a rent-free building, it is to 
continue to operate to help with the expenses of the 
hospital, now that it is open. 

By April, 1953, without levying tax for a bond issue, 
without seeking or receiving state or federal aid, they 
had collected enough money to begin to build. By 
November of that vear, the building was enclosed. 
A donated six-room house was moved to the back of 
the hospital. Six more rooms were added to this house 
for convalescents, nurses, and doctors, and the whole 
was neatly decorated. The county has 14 former trained 
nurses. Now that their children are grown, they take 
turns, a half-day each, at nursing at the hospital, some 
serving mornings and others afternoons, so that they 
may still do their work at home. Expense for nursing 


is thereby lessened, and the women enjoy helping in 
that way. Young girls train as nurses’ aides, although 
thev live at home. 

This 25-bed hospital has 70 rooms, which provide 
reception, emergency operating, operating, delivery, 
nursery, laboratory, and x-ray facilities. Memorial 
plaques on doors of attractively furnished rooms bear 
the names of donors or persons commemorated. The 
reason that this modern, fireproof, red brick structure 
could be built for $81,500 is that all of the ordinary 
work was donated. Equipment worth $31,000 has been 
installed. More will be bought as funds are obtained. 
Money to pav the small debt of $15,000 has been 
pledged. 

John Sherwood gave a walnut tree that was dressed 
and now forms the trim of the reception room. The 
paintings of a well-known native-son artist, John 
Steuart Curry, grace many of the rooms. The lighting 
and heating are up to date. Walls throughout the two 
buildings are painted in delicate pastel shades. Bright 
linoleum covers the floors. The furniture is the best of 
the modern in soft grays and greens. Several ultra- 
modern facilities are provided, such as telephones 
within reach of every patient, clear plastic bassinets 
visible from the window, and bed-tables with legs to 
the floor and wheels. The bed-table top has a mirrored 
storage compartment for pans and_ toiletries; when 
closed, it is a table, a desk, or a backrest. 

All who participated are to be congratulated. Special 
mention should be made of the work of Ross Keys, 
chairman of the board of directors, who worked eff- 
ciently and untiringly. Jack Mitchell, an experienced 
supervisor, is administrator. Fern Reichert from her 
wheel chair keeps the records and acts as receptionist. 
Feb. 21, 1956, was a day of rejoicing. On that day the 
hospital was dedicated and opened to patients. 

Franklin J. Murphy, chancellor of the University of 
Kansas and former dean of its medical school, in his 
dedicatory address stressed the need for continued 
support by the community. He assured the audience 
that no one in a town of any size could have better 
care than the people of Winchester. Abundant streams 
of ingenuity and resourcefulness dating from pioneer 
davs lie hidden but flowing beneath the surface of 
America, ready to breik forth in lifegiving springs 
under competent direction. Our pioneer spirit still lives. 


ALPHA OweENs 
1329 Kentucky St. 
Lawrence, Kan. 


FREUD 


To the Editor:—In Tue JourNat of July 21, 1956, page 
1160, Dr. Gitelson eulogized Freud's discovery of un- 
conscious mental processes as rivaling Einstein’s in 
physics. Such statements call for challenge. Freud's 
“unconscious mind” is an extremely vague entity. It 
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has never been located in the human anatomy and is 
purely a metaphysical concept. Moreover, as he ac- 
knowledged himself, Freud was a metapsychologist 
and not a scientist. | would also challenge his status 
as a physician. As he admitted close to the end of his 
career, he had “never been a physician in the proper 
sense.” This implied he had not used or prescribed 
medicines, performed surgery, utilized the concepts of 
physiology, biochemistry, or pathology, or diagnosed 
by medical standards. Such was actually the case, he 
treated with the spoken word and nothing more. 

However, Freud did practice hypnosis before origi- 
nating his own school. He professed to have discarded 
hypnotism, but the evidence indicates he merely in- 
duced hypnotism in another form and manner. He 
instructed his patients on his couch to speak unre- 
servedly without hesitation or scruple, expressing 
thoughts just as they occurred while he sat behind, 
out of sight. From merely listening and often sug- 
gesting, without recording any of the data he received, 
Freud constructed his theory of the “unconscious 
mind.” The influence of hypnotism in psychoanalysis 
has never been adequately understood or realized, yet 
it is easily apparent. The terminology Freud devised 
merely substituted his own for hypnotic terms. “Trans- 
ference, the emotional state that develops during 
Freud's intimate séances, appears no different than the 
“rapport” so well known in hypnotism. Freud proudly 
admits that “it is the analysis and not the analyst's 
charms” that force the female patients to fall in love 
with the analyst; however, for the patient there are 
two alternatives: either she must abandon her ana- 
lytic treatment or “she must make up her mind to 
being in love with physicians as to an inevitable des- 
tiny.” In this state of mind, the patients made their 
disclosures to Freud and listened to his “interpreta- 
tions.” If this is science, then medicine has been wast- 
ing much effort in endeavoring to incorporate bio- 
chemistry, physiological concepts, pharmacology, and 
the other scientific subjects taught in college and medi- 
cal school into the armamentarium of the physician. 

According to Dr. Coyne H. Campbell of Oklahoma 
City, who formerly practiced psychoanalysis, one of 
the favorite interpretations is the theme of “rejection.” 
According to Dr. Campbell, the following descriptions 
are Freudian interpretations of “psychosomatic” dis- 
orders: 

Asthmatic attacks tend to be precipitated by situations that 
threaten to separate the patients from some mother figure. In 
such a situation the asthma attacks seem to have the significance 
of a suppressed cry. . . . Migraine results from suppression of 
sibling rivalry in parents. The head is chosen as the organ to 
take the punishment because it is the seat of intellect in terms 
of body language. 

Other disturbances similarly explained are peptic 
ulcer, laryngitis, essential hypertension, hypoglycemic 
fatigue, tic, diabetes mellitus, eczema, neuroderma- 
titis, pruritus ani, rheumatoid arthritis, enuresis, back 
pain, glaucoma, coronary thrombosis, urticaria, and 
even cancer. Organic factors are ignored in favor of 
Freudian beliefs and psychoanalysis. It is fraudulent 
and dangerous to the patient when schizophrenia, 
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senile dementia, hysteria, and other such disturbances 
are treated for many years by psychoanalysts ignoring 
organic factors. 

As a practicing physician and a member of the Ameri- 
can Medical Association for over 20 years, I protest 
the publication of a eulogy of Freud in THe JourNAL 
and urge all those who are dedicated to scientific 
medical principles to be on their guard against the 
propaganda that Freud was an immortal genius who 
blazed a new path in science. Rather I would urge 
them to consider the opinion of Dr. Percival Bailey, 
who, as a highly qualified neurologist, treats the same 
type of disorders as do psychoanalysts. He said “for 
60 vears the Western World has fallen for the greatest 
hoax of all time, enshrining as an idol its self-confessed 
perpetrator [Freud].” 

As Dr. Campbell has so aptly stated, because we 
physicians have not recognized or understood some 
psychiatric disorders, a new problem came about—too 
ready acceptance of psychoanalytic concepts. There- 
fore it poses a question: Shall we acknowledge our 
ignorance of so-called psychosomatics and begin all 
over again, with a scientific orientation basis on bio- 
chemistry, physiology, etc., or shall we make pseudo- 
atonement by affiliating with those enslaved to Freud- 
ianism? The recent discoveries of Heath, Selye, Macht, 
Theorell, Pauling, and others, as well as the results 
obtained from the new tranquilizing drugs, indicating 
that mental illness is a symptom of physical or chemi- 
cal disorder, point the way to a new approach. Med- 
icaments have been giving some temporary relief and 
even permanent cures. Scientific medicine holds the 
same promise of cure of mental derangement that it 
has achieved in so many other afflictions. 


Henry Turke, M.D. 
8000 W. Seven Mile Rd. 
Detroit 21. 


PHYSICIAN SPORTSMEN 


To the Editor:—Dr. Ryan’s article “The Physician as a 
Sportsman” (J. A. M. A. 162:1134 [Nov. 17] 1956) omits 
mention of Dr. William Gilbert Grace (1848-1915), 
the Gloucestershire and England cricketer. In_ this 
country Grace is still regarded as the nonpareil of 
sporting doctors. During his long career in officially 
“first-class” cricket, Grace hit 54,896 runs, including no 
less than 126 centuries (i. e., scores of 100 runs or 
over ), and captured 2,876 wickets. These feats, unique 
at the time they were achieved, have seldom been 
surpassed by modern cricketers. Grace toured the 
United States and Canada with a cricket team in 1872. 
He captained the English touring side against Australia 
in 1891-1892. Two of his brothers, Edward Mills Grace 
(likewise a physician) and George Frederick Grace, 
also played for Gloucestershire and England. 


Hucu Forsytn, B.A. 

7 Strathmore Gardens 
Kensington 

London, W. 8, England 


> 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Treatment of Angina Pectoris with Disodium Ethyl- 
ene Diamine Tetraacetic Acid. N. E. Clarke, C. N. 
Clarke and R. E. Mosher. Am. J. M. Sc. 232:654-666 
(Dec.) 1956 [Philadelphia]. 


A solution of 5 gm. of the disodium salt of ethylene 
diamine tetraacetic acid in 500 cc. of 5% dextrose or 
isotonic sodium chloride solution was given intrave- 
nously to 20 patients between the ages of 46 and 73 
years with progressive angina pectoris. The intra- 
venous drip was regulated to require 22 to 4 hours 
for the total infusion. As a rule, 5 gm. of the drug was 
given a day for 5 days, and its administration was 
omitted for 2 days. Occasionally 5 gm. given every 
other day was better tolerated, but 10 to 15 infusions 
in a series and withdrawal of the drug for 1 or 2 weeks 
gave the best results. The smallest number of infu- 
sions given to a patient was 15 and the largest 60, with 
an average of about 35. Treatment was continued with 
short series of 5 daily infusions of disodium ethylene 
diamine tetraacetic acid every 6 months. Only 4 of the 
20 patients were hospitalized for 2 to 3 weeks, and 
they were ambulatory except for the 2 to 4 hours each 
day in the course of which they received the infusion. 
The others were treated as office patients and con- 
tinued their normal activities. 

Nineteen of the 20 patients survived and obtained 
unusual symptomatic relief. The abnormal electro- 
cardiograms of 6 of the 12 patients without a history 
of myocardial infarction but with signs of myocardial 
damage in their resting electrocardiograms reverted to 
normal patterns in the course of the treatment. These 
findings imply an action by disodium ethylene diamine 
tetraacetic acid in improving myocardial circulation. 
The electrocardiograms of 7 patients with a history 
of myocardial infarction showed little if any changes 
during or after therapy, but their angina pectoris was 
allayed. The colloidal stability of blood serum as meas- 
ured by the time required for the surface tension to 
reach a fixed value in dynes is a laboratory observa- 
tion that is altered by atherosclerosis. Serum stability 
studies carried out in 6 patients who had atheroscle- 
rosis and angina pectoris showed that the abnormal 
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serum stability reverted toward normal during diso- 
dium ethylene diamine tetraacetic acid therapy. One 
patient, who had received 15 daily infusions of 5 gm. 
of the drug without benefit, died a few days later. 
Autopsy revealed intense medial sclerosis with calcifi- 
cation and general narrowing of the lumen of the 
coronary artery but no atheroma. 

Atheromas grow in the coronary arteries and pro- 
duce the clinical syndrome of angina pectoris. Obser- 
vation, in 3 patients—1 with a necrotic ulcer on the 
neck several years after surgical removal of a malig- 
nant thyroid tumor; 1 with renal calcinosis; and 1 
with rheumatic heart disease, severe dyspnea, and 
hematemesis—showed that prolonged intravenous in- 
fusions of disodium ethylene diamine tetraacetic acid 
produced in vivo dissolution of metastatic calcium. 
The drug was given to the 20 patients with angina 
pectoris in an attempt to produce disintegration of the 
organic atheromatous matrix and to allay the symp- 
toms of angina pectoris. The results obtained in these 
patients confirmed the ability of the chelating agent 
disodium ethylene diamine tetraacetic acid to remove 
metastatic calcium from the endocardial surface of the 
human heart. The evidence in support of an intimate 
relationship between calcium and cholesterol in the 
atheromatous matrix is discussed. Patients with angina 
pectoris caused by medial sclerosis of the coronary 
arteries are not influenced by disodium ethylene 
diamine tetraacetic acid. 


Acute Meningococcemia with Vascular Collapse: An 
Analysis of 10 Recently Treated Cases. D. M. Kanter, 
D. A. Mauriello and N. Learner. Am. J. M. Sc. 232:674- 
687 (Dec.) 1956 [Philadelphia]. 


Ten men between 18 and 22 years, most of them 
recruits who had been in service less than 2 months, 
with meningococcic septicemia complicated by pro- 
found vascular collapse were admitted to an Army 
Hospital between 1953 and 1955. Five patients (50%) 
died despite the use of adrenal corticoids, nor- 
epinephrine, sulfonamides, and antibiotics. Three of 
the 5 patients died within less than 24 hours after 
therapy had been instituted. All 3 had massive adrenal 
hemorrhage and extensive vascular damage. Death 
was delayed in the 2 others and occurred after the 
acute infection and the initial vascular collapse had 
been controlled. One died of acute myocarditis with 
congestive heart failure and shock 48 hours after 
admission, and another died of extensive damage to 
the brain, the cardiovascular system, the kidneys, and 
the adrenals 7 days after treatment had been insti- 
tuted. Five patients survived, and 2 of them had pro- 
tracted convalescence resulting from residuals of acute 
myocarditis, which is a major problem in a large 
proportion of these patients. There was no evidence 
of chronic adrenal insufficiency in any of the sur- 
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vivors. Whether any patient with massive adrenal 
hemorrhage can survive is, therefore, an unanswered 
problem. 

The concurrent use of aqueous crystalline penicillin 
and sulfonamides is strongly advised in patients with 
acute meningococcemia. The use of sulfisoxazole 
(Gantrisin) rather than sulfadiazine is preferred in pa- 
tients with peripheral vascular collapse. Hydrocorti- 
sone by intravenous route in a dose of 100 mg. is 
recommended initially, to be followed by the adminis- 
tration of 50 mg. of cortisone every 6 hours intra- 
muscularly. Occasionally, large amounts of aquecus 
adrenal extract given intravenously seemed of value. 
Extremely large amounts of norepinephrine are often 
needed to restore the blood pressure to normal; even 
then recurrent vascular collapse is a frequent occur- 
rence. Rigid restriction of salt and intravenous fluids 
is essential if acute congestive heart failure is to be 
avoided. The prevalence of acute myocarditis, general- 
ized vascular damage, and sodium retention incident 
to the administration of adrenal cortical hormone 
makes the occurrence of acute congestive heart failure 
a frequent complication in the treatment of this syn- 
drome. For this reason, the use of prednisone and 
prednisolone should be critically evaluated. The mor- 
tality rate of acute meningococcemia with vascular 
collapse continues to be very high despite all medica- 
ments in current use and meticulous medical care. 


The Efficacy of Penicillin V (Phenoxymethylpenicillin) 
in the Treatment of Mild and of Moderately Severe 
Pneumococcal Pneumonia. R. Austrian and A. L. 
Winston. Am. J. M. Sc. 232:624-628 (Dec.) 1956 
[Philadelphia]. 


Seventy-three patients with mild or moderately 
severe pneumococcic pneumonia were treated with 
orally administered penicillin V at the medical wards 
of the University Division, Kings County Hospital, 
Brooklyn, N. Y. The drug was given in doses of 400,- 
000 units every 12 hours. The speed of defervescence 
and of return of the white blood cell count to normal 
were comparable to those after treatment with paren- 
terally administered penicillin G. Bacteremia did not 
persist after 24 hours of treatment with penicillin V in 
any of the patients. 

Two patients were therapeutic failures. The first of 
these two, a 26-year-old man, was admitted to the 
hospital with a temperature of 102 F (39 C) and in- 
volvement of the basal segment of the right lower 
lobe. The patient's temperature rose to 104 F (40 C) 
during the first 36 hours of treatment with penicillin V, 
and signs of consolidation extended to involve the 
entire right lower lobe. Administration of penicillin V 
was discontinued, and the patient was given 300,000 
units of aqueous penicillin G intramuscularly every 12 
hours. His temperature was restored to normal within 
32 hours. The second patient, a 42-year-old man and 
a chronic alcoholic, received one dose of 400,000 units 
of penicillin V. His temperature remained elevated, 
and he died suddenly 11 hours later with signs of 
peripheral vascular collapse. Permission for autopsy 
was denied. 
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The result obtained in this group of patients indi- 
cate that penicillin V is a drug suitable for the treat- 
ment of mild and moderately severe pneumococcic 
pneumonia by the oral route. 


Serum Enzymes: I. Serum Lactic Dehydrogenase in 
Myocardial Infarction. L. P. White. New England 
J. Med. 255:984-988 (Nov. 22) 1956 [Boston]. 


The determination of serum levels of glutamic ox- 
alacetic transaminase was recently introduced as an 
aid in the differentiation of myocardial infarction and 
pulmonary infarction or embolism. This test is based 
on the knowledge that heart muscle is rich in trans- 
aminase and on the assumption that necrosis of the 
muscle liberates significant amounts of the enzyme 
into the blood, where it can be measured. Since this 
test has certain disadvantages, it was reasoned that 
heart muscle is also rich in many other enzymes, par- 
ticularly those concerned with glycolysis. What ap- 
pears to apply to transaminase in necrotic muscle 
should also apply to these other enzymes. This has 
been found to be so, and the present report is con- 
cerned with evidence that serum levels of lactic de- 
hydrogenase are of great help in the diagnosis of 
myocardial infarction. Data are presented comparing 
serum levels of glutamic oxalacetic transaminase, 
lactic dehydrogenase, aldolase, and hexose isomerase 
in 50 patients in whom the diagnosis of myocardial 
infarction was entertained. The results obtained dem- 
onstrate that the serum level of lactic dehydrogenase 
is an excellent, if nonspecific, index of myocardial in- 
farction. Serum glutamic oxalacetic transaminase is 
of little clinical usefulness in this diagnosis, but is of 
help in the diagnosis of hepatitis. The superiority of 
lactic dehydrogenase over glutamic oxalacetic trans- 
aminase depends in part on the comparative simplicity 
of assay of the former and in part upon the greater 
degree and longer duration of its increase in the 
serum. False-positive values were not demonstrated by 
any of the enzyme tests. Elevation of serum levels of 
lactic dehydrogenase, glutamic oxalacetic transam- 
inase, aldolase, and hexose isomerase indicated the 
existence of tissue damage at some site. This site may 
be the myocardium but may also be the liver, kidneys, 
skeletal muscle, or brain or may be found in patients 
with tumors. It is suggested that by measurement of 
the serum lactic dehydrogenase level the diagnosis of 
myocardial infarction may occasionally be made in 
cases in which this diagnosis can be achieved by no 
other means. 


Observations on the Glitter-Cell Phenomenon. L. B. 
Berman, G. E. Schreiner and ]. O. Feys. New England 
J. Med. 255:989-991 (Nov. 22) 1956 [Boston]. 


The “glitter cell,” a polymorphonuclear leukocyte 
whose granules show brownian movement, was first 
described in 1908. The presence of these cells in uri- 
nary sediments was considered evidence of pyelone- 
phritis and against cystitis, but it was not until 1949 
that the glitter cell was reintroduced to clinical medi- 
cine by Sternheimer and Malbin. These investigators 
described a supravital stain, compounded of gentian 
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violet and safranine, that facilitated recognition of 
such cells and of other formed elements in urine. Ad- 
ditional data were presented 2 years later on the 
effects of ambient tonicity on the granular motility, 
whence the cell takes its name. Clinical experiences 
were described suggesting a correlation between 
pyelonephritis and the presence of glitter cells in the 
urine. The importance of accurate diagnosis of 
pyelonephritis has steadily increased with wider rec- 
ognition of the frequent etiological role of this disease 
in hypertension, toxemia of pregnancy, chronic renal 
failure, abdominal pain patterns, and a variety of 
poorly recognized syndromes. Accurate diagnosis in 
patients whose renal parenchymal inflammation mani- 
fests itself solely by bladder symptoms may be essen- 
tial to adequate antibiotic therapy. 

Clinical and laboratory observations bearing on the 
significance of glitter cells in the urine are presented. 
Glitter cells must at present be considered damaged 
polymorphonuclear leukocytes that have found their 
way into urine by a variety of routes and circum- 
stances. Although their absence from the sediment on 
repeated examination is evidence against pyelonephri- 
tis, their presence should raise the clinician's suspicion 
of pyelonephritis. The observations presented here 
suggest caution in considering the glitter-cell phenom- 
enon as “specific” for or “pathognomonic” of renal 
infection. In urines of concentrations greater than 600 
milliosmols per liter the presence of polymorpho- 
nuclear leukocytes with blue-staining nuclei and im- 
mobile granules probably has the same significance as 
the typical granular-motility cell. Although the brown- 
ian movement can easily be seen in unstained prepa- 
rations with ordinary microscopy and reduced incident 
light, the Sternheimer-Malbin stain makes it possible 
to recognize abnormal nuclear-dye absorption and 
facilitates recognition of all other formed elements. 


Acute Hemorrhage from Peptic Ulcer: A Follow-up 
Study of 310 Patients. A. B. Chinn, A. S. Littell, 
G. F. Badger and A. J. Beams. New England J. Med. 
255:973-978 (Nov. 22) 1956 [Boston]. 


A review of the records of the University Hospitals 
in Cleveland revealed 310 patients with proved peptic 
ulcer in whom manifest acute hemorrhage occurred 
immediately before or during hospitalization. For each 
patient, the first hemorrhage treated in the University 
Hospitals between Jan. 1, 1936, and Dec. 31, 1948, was 
called the index hemorrhage. The follow-up informa- 
tion was obtained by either personal interview or 
written word from the patient, his personal physician, 
or a responsible family member who had full know!l- 
edge of the patient's health. The specific information 
sought was whether the patient had survived to the 
end of the study period together with an account of 
bleeding episodes and operations for peptic ulcer be- 
tween the index hemorrhage and July 1, 1951. Two 
hundred forty-three patients had duodenal, 52 had 
gastric, and 15 had other ulcers. 

Of the 173 patients whose index hemorrhage was 
due to duodenal ulcer and who had had no hemor- 
rhages or operations before the index hemorrhage, 
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those patients who survived the index hemorrhage 
and were continued under medical management had 
a 31% chance of having a 2nd hemorrhage within 5 
vears of the first; those who survived a 2nd hemor- 
rhage and were continued under medical management 
had a 64% chance of having a 3rd hemorrhage within 
5 years of the 2nd. The age of the patient did not 
influence his chance of having a 2nd hemorrhage from 
duodenal ulcer, but the mortality from the initial hem- 
orrhage, and probably from subsequent hemorrhages, 
increased with age. Survival from a massive hemor- 
rhage from a duodenal ulcer did not appear to alter 
the risk of later death from causes other than ulcer. 
The patient with duodenal ulcer who had had multipie 
acute hemorrhages and was over 50 years of age 
offered the least favorable prognosis for continued 
successful medical management. Of the 52 patients 
with gastric ulcer at the time of the index hemorrhage, 
45 had had no previous hemorrhages or operations. 
Only 28 patients survived the index hemorrhage, and 
a substantial number of them were operated upon at 
the time of the index hemorrhage or later. Only 11 
patients were continued under medical management, 
and 3 of these had subsequent hemorrhages. This 
group of patients was too small for reliable estimates 
of the rates of occurrence of subsequent events. The 
mortality from the initial hemorrhage from gastric 
ulcer was markedly higher in patients over 50 years 
of age than in younger patients. 


Oral Manifestations of Hematologic Disease. W. W. 
Dalitsch. Am. J. Surg. 92:817-824 (Dec.) 1956 [New 
York]. 


Pinpoint-sized to match-head-sized petechiae on 
the tongue, the mucosa of the floor of the mouth, the 
palate, lips, and pharynx suggest purpura, either the 
thrombocytopenic idiopathic type or a secondary 
variety in conjunction with leukemia, aplastic anemia, 
or scurvy. In leukemia and aplastic anemia the mu- 
cous membranes may show infiltrations and ulcers. 
Continuous oozing from the gums may be a sign of 
hemophilia, but it may also be an early symptom of 
acute leukemia or a later development in the course 
of other blood disorders, including chronic leukemia, 
Hodgkin’s disease, and aplastic anemia. The tongue 
is the site of characteristic changes in the anemias. It 
may appear swollen and red and feel sore early in the 
course of pernicious anemia; later the mucosa and 
papillae atrophy and, then the tongue has a pale, 
shiny, smooth, glistening appearance; it is seldom 
coated. Furring ot the tongue with concurrent anemia 
is suggestive of gastric carcinoma. The “beefy” red 
tongue of chronic hypochromic microcytic anemia is 
observed in connection with iron deficiencies, avita- 
minoses, pellagra, and sprue. Often this glossitis is 
painful and is associated with an angular cheilitis or 
perleche and also with recurrent aphthous ulcers or 
canker sores within the mouth. 

These aphthous ulcers are usually clean with a 
sharp margin, and have a halo of redness due to in- 
flammatory reaction. The necrotic types of ulcerations 
found in the mouth and pharynx in patients with se- 
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vere neutropenia or agranulocytosis, however, are 
irregular and sloughing in appearance; they are 
covered with a dirty, grevish-white membrane; and 
there is no inflammatory reaction surrounding such 
lesions, Bacterial growth is prolific; the tissue cells 
undergo necrosis, and a foul odor is present. Aplastic 
anemia, aleukemic leukemia, infectious mononucleo- 
sis, damage to bone marrow from radiation, and ar- 
senic and benzoyl poisoning sometimes produce 
similar lesions. Extensive infiltration of masses of 
leukemoid cells into the oral mucosa and submucosa 
is observed in the monocytic type of leukemia. En- 
largement of the tonsils is seen in lymphatic leukemia. 
Enlarged lymph nodes in the neck or about the face 
and jaws are often an early sign of Hodgkin's disease. 
Epistaxis may be the first symptom of glandular fever, 
and the cervical lymph nodes are enlarged and tender 
in this disorder. Changes of the bone structures of the 
face and jaws may be detected as part of the picture 
of a blood dyscrasia. Thorough blood and bone mar- 
row studies correlated with the history and clinical 
findings are essential for a correct diagnosis and proper 
treatment. Surgeons, internists, dentists, and otolaryn- 
gologists should be aware of the close relationship 
between signs of oral disease and hematological dis- 
orders. 


Susceptibility to Antituberculous Drugs of Various 
Strains of Bacilli Isolated from Initial Cases of Tu- 
berculosis in Children. H. Noufflard, R. Debré and S. 
Foussereau. Presse méd. 64:1792-1793 (Oct. 31) 1956 
(In French) [Paris]. 


Various strains of Mycobacterium tuberculosis were 
isolated from the cerebrospinal fluid, excised lymph 
nodes, gastric contents, pleuritic fluid, and other 
sources in children suffering from initial attacks of 
tuberculosis. Susceptibility or resistance of a given 
strain to antituberculous drugs was determined by 2 
tests, 1 a dilution test, the other involving culture on 
plates. The 3 antituberculous drugs used were strep- 
tomycin, isoniazid, and p-aminosalicylic acid (PAS). 
Of 430 patients studied with respect to streptomycin 
since 1948, 13 have yielded strains resistant to this 
antibiotic from the beginning. Four cases of this kind 
are described briefly. Resistance to streptomycin de- 
veloped during treatment in 5 cases, but all of these 
occurred before the end of 1952. Of 219 patients 
studied with respect to isoniazid, only 1 yielded a 
strain initially resistant; this strain proved to be of 
bovine origin. Four other patients developed resis- 
tance to isoniazid during treatment; their histories are 
summarized. Of 217 patients studied with respect to 
PAS, none were found initially resistant, and slight 
resistance acquired during treatment was observed 
only once. The authors have not observed any recent 
instances of development of resistance to streptomycin 
during treatment. Children are still being infected 
with strains initially resistant to streptomycin, but this 
has become rare. Infection of children with strains 
resistant to isoniazid has not been observed except in 
the special cases already mentioned, and the develop- 
ment of resistance to isoniazid during treatment is 
exceptional also. The possibility that one may be deal- 
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ing with a strain of Myco. tuberculosis that has been 
resistant to a given drug from the outset or has ac- 
quired resistance during treatment must be kept in 
mind in the management of any type of tuberculosis. 


Paper Electrophoresis of Serum-Proteins in Hepato- 
biliary Disease. J. A. Owen and R. F. Robertson. Lan- 
cet 2:1125-1128 (Dec. 1) 1956 [London]. 


The value of paper electrophoresis was investigated 
in 100 patients with hepatic and biliary disease. The 
relative concentrations of the 5 main serum-protein 
fractions were determined and, from the results, each 
fraction was computed as a percentage of the total 
amount of protein. The authors found that paper 
electrophoresis cannot be regarded as a substitute for 
the biochemical tests presently in common use for the 
routine assessment of patients with hepatobiliary dis- 
ease. In certain circumstances, however, it can supply 
additional information of great importance to the cli- 
nician: (1) assessment of prognosis in patients with 
infectious hepatitis who show potentially unfavorable 
clinical features; (2) confirmation of diagnosis in pa- 
tients with diffuse hepatic fibrosis, especially when 
there is a problem in differentiation from secondary 
hepatic neoplasm in a patient with ascites; and (3) 
preoperative assessment of liver function in patients 
with extrahepatic biliary obstruction in which other 
biochemical tests of liver function tend to be unreli- 
able. Paper electrophoresis is of no value in the de- 
tection of early impairment of liver function and only 
of very occasional value in the differential diagnosis 
between hepatogenous jaundice and jaundice due to 
extrahepatic obstructicn. n certain other conditions— 
e. g.. acute hepatic necrosis—electrophoretic findings 
are of interest but of little practical importance. 


Clinical Observations on 712 Cases of Tetanus Subject 
to Four Different Methods of Treatment: 18.2% Mor- 
tality Rate Under a New Method of Treatment. R. 
Veronesi. Am. J. M. Sc. 232:629-647 (Dec.) 1956 
[Philadelphia]. 


Tetanus is common in Brazil, 692 patients having 
been admitted to the Hospital das Clinicas in Sao 
Paulo during the 10-year period between 1944 and 
1954. Two hundred ninety-four patients admitted be- 
tween 1944 and 1949 were given the “old” treatment 
consisting of sedation and administration of antitet- 
anus serum. Eighty-one of the 294 patients died, a 
mortality rate of 27.2%. One hundred sixty-two pa- 
tients with tetanus admitted between 1950 and 1952 
were treated similarly, but the general measures were 
improved and the method was altered qualitatively 
and quantitatively. Two hundred thirty-six patients 
admitted between 1952 and 1954 received “modern” 
treatment consisting of continuous intravenous admin- 
istration of mephenesin (3-orthotoloxy-1, 2-propane- 
diol) (Tolserol), supplementary barbiturate or chloral 
hydrate sedation, administration of antibiotics, intra- 
venous alimentation, and administration of small doses 
of 100,000 I. U. of tetanus antitoxin. The daily dose of 
mephenisin varied from 8 to 24 gm. depending on 
body weight, individual requirements, end the severity 
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of the disease. A 2% solution of 1 gm. of the relaxant 
in 50 cc. of sodium chloride solution with the addition 
of 25 mg. of thiamine and 100 mg. of ascorbic acid 
was used. Forty-four of the 236 patients died, a con- 
siderably reduced mortality rate of 18.2%. Continued 
therapeutic sleep produced with the use of a “lytic 
cocktail,” consisting of 50 to 150 mg. of chlorproma- 
zine, 50 to 100 mg. of meperidine (Dolantin) hydro- 
chloride, 50 to 150 mg. of phenothiazine (10-[2-di- 
methyl-aminoisopropyl]) (Phenergan), 2 ampuls_ of 
vitamin B complex, and 100 mg. of vitamin B,, was 
combined with the “modern” treatment in 21 patients, 
who were maintained in a state of semihibernation 
for from 18 hours to 15 days. Eleven of the 21 patients 
died, a mortality rate of 52.3%. This type of treatment 
is recommended only for the few patients with exag- 
gerated emotional reactions. 

Apneic crises require special attention, with constant 
observation, day and night, to detect and treat them 
during the first 15 seconds of the attack. The muscular 
relaxation obtained with mephenesin prevents the 
hazards of deep sedation, its respiratory complications, 
and its depressive action on the respiratory and cough- 
ing centers, which may frequently cause death. Apneic 
crises generally respond to an immediate increase in 
the amount of the intravenously administered 2% 
solution of mephenesin until the attack subsides. 


SURGERY 


The Solitary Pulmonary Nodule: A Ten-Year Study 
Based on 215 Cases. E. W. Davis, J. W. Peabody Jr. 
and S. Katz. J]. Thoracic Surg. 32:728-771 (Dec.) 1956 
[St. Louis]. 


Observations on the 215 patients in whom the 
authors performed resection for a noncalcified pulmo- 
nary nodule correlates well with the literature in illus- 
trating both the strong malignant propensity of these 
nodules as well as the improbability of distinguishing 
the benign from the malignant lesion by any means 
short of thoracotomy. Forty-seven per cent of the tu- 
mors were malignant, 37% being bronchial carcinomas. 
Clinical, laboratory, and roentgenologic data were 
analyzed without finding any sign justifying medical 
observation, unless it be calcification within the nod- 
ule. After polling the members of the American Asso- 
ciation for Thoracic Surgery on this highly contro- 
versial issue, namely, the reliability of calcification as 
an indication of benignity, the authors are convinced 
that minimal calcification within a solitary pulmonary 
nodule, especially when there is no more than a fleck 
or 2, is insufficient grounds for assuming it to be be- 
nign. There are certain patterns of calcification that 
render the posibility of malignancy so unlikely that 
further observation seems warranted. These include 
nodules with a large central calcific core and diffuse 
calcific stippling, those with an inner ring or outer 
rim of calcium, and those that are completely calcified. 

Bronchial carcinomas and the granulomas together 
accounted for 75% of the solitary pulmonary nodules. 
The survival of those with bronchial carcinoma 
seemed to depend more on the presence of symptoms 
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and the lapse of time between radiographic discovery 
of the lesion and surgery than on the type of cell. The 
patient with the small, solitary, circumscribed, asymp- 
tomatic bronchial carcinoma detected in a fortuitous 
chest x-ray has a 75% chance of surviving 5 years if 
operated upon promptly. Lobectomy appears to be 
adequate in properly selected cases. Early in this 
study, all of the solitary granulomas because of their 
gross appearance were presumed to be “tuberculo- 
mas.” Reexamination of tissue blocks by special stain- 
ing techniques in 71 cases revealed Histoplasma in 40 
cases, Coccidioides in 5, and acid-fast bacilli in 9. The 
authors conclude that every solitary, noncalcified pul- 
monary nodule demands thoracotomy, that for those 
with bronchial carcinoma the absence of symptoms 
and promptness of surgery are apt to determine the 
chance for cure, and that careful histological study of 
the pulmonary granulomas will reveal the majority to 
be of fungal rather than tuberculous origin. 


Successful Treatment of Cardiac Arrest Despite “De- 
layed” Cardiac Massage. E. Biicherl and R. Koch. 
Thoraxchirurgie 4:261-265 (Oct.) 1956 (In German) 
(Stuttgart, Germany]. 


Ventricular fibrillation and cardiac arrest developed 
during cardiac catheterization in a 50-year-old man. 
The electrocardiogram corroborated the cardiac arrest. 
Thoracic and abdominal rhythmical compression was 
begun at once, and oral intubation and administration 
of oxygen under excess pressure was begun between 
2 and 3 minutes after the arrest. The electrocardio- 
gram still showed ventricular fibrillation during the 
5th minute. To facilitate opening of the thoracic cavity, 
the patient had to be removed from the roentgen 
table, and 7 minutes had elapsed before the chest was 
opened and 8 minutes before cardiac massage was 
begun. Normal cardiac function was restored, and no 
impairment of the cerebral function resulted. The 
favorable outcome despite the delayed cardiac mas- 
sage is ascribed to the fact that a minimal circulation 
with optimal oxygenation was maintained by rhythmi- 
cal compression of thorax and abdomen and by the 
administration of oxygen under excess pressure. 


Nodular Lesions of the Thyroid Gland in Children. 
A. B. Hayes, R. L. J. Kennedy, L. B. Woolner and B. 
M. Black. J. Clin. Endocrinol. 16:1580-1594 (Dec.) 
1956 [Springfield, 


One hundred thirty children with nodular goiter 
have been observed at the Mayo Clinic in the period 
from 1908 to 1955. Sixty-eight had adenomatous goiter, 
46 had carcinoma, § had lymphocytic thyroiditis, 5 
had goitrous cretinism, and 3 had congenital goiter. 
The patients were 14 years old or younger. The ratio 
of girls to boys was about 3!2 to 1. Adenomatous goiter 
in children is rarely associated with remarkable altera- 
tion of thyroid function. Preferred treatment of 
adenomatous goiter should be surgical, since it is im- 
possible to distinguish benign adenoma from carcinoma 
of the thyroid, except by histological examination. 
Thirty-four children of the 68 were treated surgically 
before they reached the age of 15. Twenty-five of these 
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patients have been followed for up to 42 years after 
operation, and they are all in good health. The other 
34 patients with adenomatous goiter were treated 
medically. Subtotal thyroidectomy was performed on 
all children with lymphocytic thyroiditis. This treat- 
ment is justified by the fact that carcinoma of the thy- 
roid cannot be excluded in the diagnosis in patients 
suspected of having thyroiditis except by histological 
examination. Biopsy of the thyroid with the aid of the 
Silverman needle had not proved satisfactory. Carci- 
noma of the thyroid was observed to be the cause of 
nodular goiter in 4.5% of the children in the period 
1908 to 1919. Adenomatous goiter decreased and car- 
cinoma increased in the succeeding years; carcinoma 
was present in 70% of the children with nodular goiter 
in the last period, 1950 to 1955. Surgical treatment is 
advisable for children with nodular goiter, except for 
those with congenital goiter. The patients should be 
carefully observed, to see that the goiter disappears 
on medical management. 


Relief of Neurological Symptoms and Signs by Re- 
construction of a Stenosed Internal Carotid Artery. 
C. Edwards and C. Rob. Brit. M. J. 2:1265-1267 (Dec. 
1) 1956 [London]. 


The authors report the case of a 56-year-old man 
with a partial occlusion of the left internal carotid 
artery who was unable to sign his name, had difficulty 
in speaking, and presented abnormal pyramidal signs 
and symptoms in his right upper and lower extremities. 
He improved considerably within 48 hours after his 
admission to the neurosurgical unit of the Royal Perth 
hospital in Australia. The patient still had a tingling 
sensation in the fingers of his right hand and difficulty 
in speaking fluently and in walking, and he was flown 
home to England. The neurological abnormalities had 
been present for 8 weeks when resection of an occlud- 
ed segment of the internal carotid artery was carried 
out and reconstruction of the stenosed internal carotid 
artery was done by a direct anastomosis between the 
common and internal carotid artery with the aid of 
hypothermia at the West End Hospital for Neurology 
and Neurosurgery in London. The patient obtained 
immediate and complete relief from his neurological 
abnormalties. Twenty-four hours after the operation 
his speech was as normal as was his handwriting. He 
made satisfactory progress and was discharged from 
the hospital 10 days after the operation. Five weeks 
later he had no abnormal physical signs of any kind 
in his central nervous system and did not complain 
of symptoms. 

This is the first report of a complete recovery of 
definite and persistent neurological symptoms and 
signs caused by internal carotid obstruction. The 
pathological specimen showed a semilunar valve-like 
structure protruding into the lumen of the carotid 
artery. Microscopically this was seen to be a hyaline 
thickening of the intima. A similar case was reported 
by Eastcott, Pickering, and Rob in a 67-year-old wom- 
an, but in her case the neurological abnormalities 
were intermittent and not persistent. The correct 
treatment of a patient with a partial occlusion of the 
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internal carotid artery is surgical because of the disa- 
bility it causes and because of the great risk of com- 
plete carotid occlusion. Anticoagulant therapy should 
be used after the operation to reduce the occurrence 
of further thrombosis in this vessel or elsewhere. 


Carcinoma of the Lung with Five-Year Survival: A 
Study of 3,000 Cases. W. L. Watson. J. Internat. Coll. 
Surgeons 26:750-754 (Dec.) 1956 [Chicago]. 


Sixty-one of 2,967 patients with carcinoma of the 
lung who were treated at the Memorial Hospital in 
New York City between 1926 and 1955 survived 5 
vears or more after treatment. Fifty of the 61 patients 
were subjected to an excisional pulmonary operation, 
4 to roentgen irradiation of the lung, and 2 to surgery 
combined with implantation of gold-filled radon seeds. 
Forty-one of the 50 patients had pneumonectomies, § 
lobectomies, and 1 a partial lobectomy. Seventy-four 
patients underwent radical pneumonectomies between 
January, 1949. and June. 1951, and were, therefore, 
suitable for 5-vear evaluation; 20 of the 74 patients 
survived more than 5 vears. Excisional pulmonary 
operation, when it can be successfully carried out, 
gives the patient a 25% chance of 5-vear survival. 

Radical pneumonectomy is the treatment of choice 
for cancer of the lung, giving the patient an improved 
chance of cure. A considerable degree of palliation 
may be obtained by implantation of the tumor with 
gold-filtered radon seeds in patients in whom a non- 
resectable pulmonary carcinoma has been observed 
at thoracotomy. Radioactive colloidal gold proved 
useful in patients with advanced pulmonary carcinoma 
associated with recurrent pleurisy with effusion; the 
pleural effusion was slower to reaccumulate and the 
pleural cavity remained dry in some patients. No 
significant long-term survival has been observed that 
may justify optimism with regard to chemotherapy 
for pulmonary carcinoma. Four of about 2,000 pa- 
tients treated with roentgen irradiation survived for 
periods of from 10 to 22 vears after treatment, a sal- 
vage rate of about 0.2%. 


Esophageal Exclusion for Persistent Fistula Following 
Spontaneous Rupture of the Esophagus. J. Johnson, 
C. W. Schwegman and C. K. Kirby. J. Thoracic Surg. 
32:827-832 (Dec.) 1956 [St. Louis]. 


Spontaneous rupture of the esophagus usually occurs 
secondary to vomiting following a large meal or drink- 
ing spree. The diagnosis is apt to be confused with 
coronary occlusion, a dissecting aneurysm of the aorta, 
or a perforated peptic ulcer below the diaphragm. The 
most common mistake is making a diagnosis of acute 
coronary occlusion and deciding that the patient is 
too sick to have an x-ray examination, the correct diag- 
nosis being made only after subcutaneous emphysema 
appears in the neck, or at autopsy. If empyema devel- 
ops following spontaneous rupture of the esophagus, 
either because the defect is not sutured or because the 
suture line breaks down, some patients can be treated 
successfully by providing adequate drainage of the 
lower portion of the thoracic cavity. Persistence of an 
esophageal fistula in the cervical area is rare; in the 
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thorax, however, particularly after spontaneous perfo- 
ration of the esophagus, a fistula may persist in spite of 
apparently adequate drainage and the application 
of suction. The authors call attention to the principle 
of exclusion from the intestinal tract of the involved 
portion of the esophagus as a means of overcoming 
the mediastinal and pleural infection. Three patients 
are reported who had a persistent fistula following 
spontaneous rupture of the esophagus. The Ist patient 
died in spite of the fact that apparently adequate 
drainage of the chest was provided. The 2nd and 3rd 
patients appeared to be running the same downhill 
course despite apparently adequate drainage. The 
thoracic esophagus was excluded from the stomach 
and cervical esophagus. This appears to have been a 
lifesaving measure for both patients. 

The esophageal remnant containing the fistula had 
to be excised in one patient before the wound would 
heal. In the other, the wound has closed and the blind 
thoracic esophageal segment remains intact. Conti- 
nuity of the upper intestinal tract was successfully re- 
stored in both patients by bringing up a Roux-Y je- 
junal limb, retrosternally. In one patient there was 
persistent diarrhea with the Roux-Y. This was over- 
come by dividing the jejunal limb and anastomosing 
it to the stomach. The principle of exclusion has long 
been applied to the treatment of fistulas of other por- 
tions of the intestinal tract, particularly of the colon, 
following wounds or ruptured diverticulitis. It now 
seems reasonable that exclusion of a fistula of the 
lower thoracic esophagus is even more important than 
elsewhere in the gastrointestinal tract. The mediasti- 
num and the empyema cavity are apt to be the site of 
very virulent infection because of the continuing 
soilage by pathogenic organisms and the enzymatic 
and chemical action of the saliva and gastric juice. 


Nonbacterial Regional Lymphadenitis (“Cat-Scratch 
Fever’): Evaluation of Surgical Treatment. W. T. 
Small and R. C. Sniffen. New England J. Med. 255: 
1029-1033 (Nov. 29) 1956 [Boston]. 


Five children between the ages of 4 and 11 years 
and 1 16-year-old boy with nonbacterial regional 
lymphadenitis, more commonly designated as “cat- 
scratch fever,’ were treated by surgical removal of 
the diseased lymph nodes at the Memorial Hospital in 
Worcester, Mass. The temperature returned to normal, 
well-being was restored, and almost immediately the 
patient returned to normal activity. Presumably the 
diseased regional lymph nodes harbor the major focus 
of the infecting agent. Since there is no known way 
of inactivating the agent by medical means, surgical 
removal seems rational. 

The excised lymph nodes were matted together, the 
largest aggregation being 3 cm. in diameter. The sec- 
tioned surfaces were firm and fleshy and were often 
hemorrhagic and traversed by irregular fibrous sep- 
tums. Usually, the surface was punctuated by areas of 
softening from which thick, yellow pus could be ex- 
pressed. Microscopically, a general hyperplasia was 
observed in the initial stages of the process, with ac- 
tive germinal centers in the cortex. Subsequently, foci 
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of reticular cells developed to form small “tubercles” 
with or without an admixture of lymphocytes, plasma 
cells, and neutrophils. This change was followed by 
central necrosis to form small abscesses containing 
neutrophils and cellular débris. In some patients the 
nodes were removed at this stage, but in others large 
irregular abscesses had occurred apparently by ex- 
tension or fusion of neighboring foci. There was a 
total disintegration of the tissue in the abscesses, and 
the reticulum and blood vessels had disappeared. In 
the most characteristic phase, the areas of necrosis 
were surrounded by a clear-cut zone of epithelioid 
cells of pleomorphic character and ill-defined cyto- 
plasmic boundaries. The early reparative reaction 
around the “tubercle” consisted of fibroblast formation 
and collagen deposition with the various inflammatory 
cells in the interstices. No organisms were found in 
the nodes with the use of the appropriate stains. 

The criteria for operation must be strict, for the 
disease is self-limited. One must be as certain of the 
diagnosis as possible from an evaluation of history, 
physical findings, and the result of the intradermal 
antigen test. To justify surgical excision of the nodes, 
the patient should have had symptoms for several 
weeks and should be unable to carry on normal ac- 
tivity. A good cosmetic result must be assured, and 
the procedure limited to a single group of abscessed 
nodes. Total excision and closure seem to be prefer- 
able to drainage. The prime object in surgical inter- 
vention is to abort a potentially prolonged illness with 
a minimum risk to the patient. 


Hyaluronidase and Infections of the Hand. J. F. Catch- 
pool and H. F. Lunn. Lancet 2:1074-1075 (Nov. 24) 
1956 [London]. 


The spreading action of hyaluronidase has been 
applied to local anesthesia. Experiments on animals 
showed that pure hyaluronidase did not delay but 
rather accelerated the healing of infections caused by 
streptococci, staphylococci, and viruses. The authors 
report the results of a clinical trial in 250 patients to 
find if there is any risk in mixing hyaluronidase with 
local anesthetic agents in the treatment of infections 
of the fingers and hand. Many of the patients early in 
the series were children in whom the injections of 
lignocaine solution alone were so painful that coop- 
eration was impossible. The addition of hyaluronidase 
reduced the pain of the injection considerably, and 
no harm resulted. A trial was then made of the effect 
of lignocaine-hyaluronidase solution in those types of 
infections of the fingers or hand considered by current 
standards to be suitable for local anesthesia. The local 
anesthetic solution was 1% aqueous solution of ligno- 
caine issued in 50-ml. rubber-capped bottles. To each 
bottle was added 300 I. U. of hyaluronidase, giving a 
concentration of 6 I. U. per milliliter. This solution was 
kept in an ordinary refrigerator to prevent deteriora- 
tion of the hyaluronidase. 

The combination of the local anesthetic with hyal- 
uronidase has several distinct advantages, and with 
suitable precautions there are no ill-effects. When the 
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initial injection was done slowly, little discomfort was 
caused, so that even children aged 2 or 3 years tol- 
erated the procedure. The soft tissues were not dis- 
torted by the injection, and hence landmarks were not 
obscured. The injection caused no obvious increase of 
tension within any finger, and hence there was no 
congestion distal to the injection site. Probably for this 
reason there was less after-pain than when hyaluroni- 
dase was not used. Full surgical anesthesia was ob- 
tained in about half the time obtained with lignocaine 
alone. When the tourniquet was removed, sensation 
quickly recovered, enabling the patient to proceed 
home shortly afterwards. Healing was not delayed by 
the addition of hyaluronidase. 


Anaemia Following Partial Gastrectomy: A Review of 
100 Cases. H. W. Macintyre and L. Stent. Brit. J. Surg. 
44:150-151 (Sept.) 1956 [Bristol, England]. 


Hemotological studies were made on 100 patients 
who had undergone partial gastrectomy. Anemia was 
found in 44 patients: 14 had normochromic and normo- 
cytic anemia, 19 had hypochromic and normocytic 
anemia, 9 had hypochromic and microcytic anemia, 
and 2 had macrocytic anemia, 1 of the latter having a 
megaloblastic bone marrow. Gastrectomy removes the 
greater part—if not all—of the hydrochloric acid-pro- 
ducing tissue, with the result that iron may be poorly 
utilized. The intrinsic factor may be absent, with the 
subsequent production of a macrocytic anemia and a 
megaloblastic marrow. Anemia is to be expected when 
absorption of any of the hemopoietic factors is im- 
paired. One cause of malabsorption may be intestinal 
hurry. Also, it is possible that alteration in the bacterial 
flora occurs followin” partial castrectomy, which may 
alter the degree of absorption of some, if not all of the 
various hemopoietic factors. Patients may alter their 
dict after gastrectomy, which may eventually lead to 
the onset of anemia. 


Abdominoperineal Procto.i moidectomy with Trans- 
plantation of Transverse Colon to Anus: Report of 21 
Cases. H. E. Bacon and M. A. Valiente. Postgrad. 
Med. 20:591-596 (Dec.) 1956 [Minneapolis]. 


Although some observers still question the rationale 
of resection of the rectum with preservation of the 
anal sphincter, resection of the colon and sigmoid on 
the left side with anastomosis of the transverse colon 
to the low sigmoid or high rectum has gained in favor. 
The authors regard this as the preferred procedure, 
having performed it many times. In patients in whom 
the rectum was involved in the pathological process, 
an abdominoperineal proctosigmoidectomy with trans- 
plantation of the transverse colon to the anus was 
carried out in order to avoid a colostomy. The authors 
describe the technique of this procedure and give a 
tabulated report on 21 patients in whom the procedure 
was carried out. The complications of this procedure 
are the same as those of the usual abdominoperineal 
proctosigmoidectomy with preservation of sphincter 
muscle. The morbidity is no greater than with the less 
radical procedures. The authors emphasize that this 
group of patients, who under other circumstances 
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would have been candidates for abdominal colostomy, 
have been saved from the mental torture consequent 
to the latter procedure, and therefore their adjust- 
ment is easier. 


NEUROLOGY & PSYCHIATRY 


The Use of Peganone (AC 695) in the Treatment of 
Epilepsy. S. Livingston. ]. Pediat. 49:728-732 (Dec.) 
1956 [St. Louis]. 


The anticonvulsant effect of 3-ethyl-5-phenyl-hydan- 
toin (Peganone) was studied in 108 patients with epi- 
leptic seizures of various types. Eighty-eight patients 
were between the ages of 1 and 14 years, and 20 were 
over 15 vears of ave. Sixty-seven patients had never 
been treated previously with any form of anticonvul- 
sant therapy, 25 had been treated previously with 
maximum doses of diphenylhydantoin sodium without 
benefit, and the seizures of 16 had previously been 
completely controlled with diphenylhydantoin sodium. 
The dose of Peganone administered varied from 750 
mg. to 5,000 mg. daily. The initial dose was 250 mg. 
3 times daily in children aged less than 6 years, 500 
mg. 3 times daily in patients between the ages of 6 
and 14 years, and 500 mg. 4 times daily in patients 
over 14 years of age. The dose was increased at the 
rate of 250 mg. a day every 2 weeks, if necessary, to 
the maximum dose employed (1,250 mg. 4 times daily). 

Peganone was effective only in the treatment of 
major motor (grand mal) and psychomotor epilepsy. 
The attacks were completely controlled in 9 of 27 
patients with major seizures and in 2 of 9 patients 
with psychomotor attacks who had not been treated 
previously with other anticonvulsant drugs. Sixteen 
patients with major attacks and 5 with psychomotor 
attacks who did not respend to Peganone were sub- 
sequently treated with diphenylhydantoin sodium, 
which controlled the maior attacks in 9 patients and 
the psvchomotor attacks in 2. Peganone controlled 
the attacks of only 1 of the 25 patients whose seizures 
previously had been completely refractory to maxi- 
mum doses of diphenylhydantoin sodium. Peganone 
completely controlled the attacks in only 2 of the 16 
patients whose seizures previously had been complete- 
lv controlled with diphenylhydantoin sodium. None 
of the patients with minor motor attacks or petit mal 
were benefited significantly by the administration of 
Peganone. Ataxia, diplopia, and hyperplasia of the 
gums, seen so commonly in association with diphenyl- 
hydantoin sodium therapy, were not observed in any 
of the patients treated with Peganone. A generalized 
morbilliform skin rash was the only significant side- 
reaction observed. It occurred about 10 days after the 
first dose of Peganone was taken and disappeared 
within 7 or 8 hours after the withdrawal of the drug. 
It did not reappear when Peganone was given again 
to this patient. While Peganone may not possess as 
great anticonvulsant properties as diphenylhydantoin 
sodium, the freedom trom side-effects together with 
definite effectiveness in major motor epilepsy and, to 
a lesser extent, in psychomotor epilepsy, should make 
Peganone quite a worthwhile anticonvulsant. 
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Occlusion of Internal Carotid Artery. V. Knudsen. 
Ugesk. lager 118:1187-1193 (Oct. 11) 1956 (In Danish) 
[Copenhagen]. 


Three cases of unilateral occlusion of the internal 
carotid artery verified by angiography and 2 of bila- 
teral occlusion verified at autopsy are described. The 
prognosis on the Ist attack depends on the general 
vascular affection, the collateral circulation, and the 
patient’s general condition, but as seen in the Ist case, 
many years can pass before the final stage is reached. 
The three factors that determine the prognosis must 
be taken into account in the treatment of the indi- 
vidual case. Occlusion of the internal carotid artery 
is due to a general vascular affection, most often 
atheromatous, and treatment of the disease will be 
closely associated with the problem of arteriosclerosis. 
Atheromatous occlusion and thrombosis of the in- 
ternal carotid artery are not uncommon. The clinical 
picture varies, but 3 forms can be distinguished: an 
acute form with severe hemiplegia, a form with a 
slowly progressive hemiplegic symptoms simulating 
intracranial tumor, and a form with transient repeated 
attacks of paresthesia of the extremities, possibly 
hemiplegia. Occlusion of the internal carotid artery 
may be the cause of senile dementia. 


Thrombosis of Internal Carotid Artery. B. de F. Oli- 
varius and J. Therkelsen. Ugesk. leger 118:1193-1197 
(Oct. 11) 1956 (In Danish) [Copenhagen]. 


Thrombosis of the internal carotid artery was veri- 
fied by arteriography in 16 patients (15 men, one 
woman) with average age of 52. The thrombosis was 
in the right internal carotid in 4 patients and in the 
left in 12. A similar preponderance of occurrence in 
the left carotid has been noted by most authors. The 
onset of the symptoms was gradual in 6 patients and 
acute in 10. Hemiparesis was the cardinal symptom 
in 14 patients; it was contralateral to the throm- 
bosis and spastic. The clinical picture of thrombosis 
of the internal carotid artery varies greatly. After a 
prodrome lasting from weeks to months, with inter- 
mittent headache, dizziness, disturbances in vision, 
and transitory hemiparesthesia, motor deficiency 
symptoms of varying severity occur in most cases, 
possibly accompanied by aphasia. The hemiplegia 
may be apoplectiform or set in gradually and may be 
stationary or recurring in the course of hours or days. 
In most cases the mind is clear. Immediate anticoag- 
ulant treatment is called for in combination with ad- 
ministration of vasodilating substances. 


Report of Syphilis Follow-up Program Among Vet- 
erans After World War IL. S. R. Taggart, S. B. Russell 
and E. V. Price. J. Chron. Dis. 4:579-588 (Dec.) 1956 
(St. Louis]. 


The incidence of syphilis in the armed forces was 
high during World War II. Between 1940 and 1946, 
approximately 500,000 members of the armed forces 
had acquired or had been treated for syphilis. The 
department of medicine and surgery, Veterans Ad- 
ministration, undertook a study of the current status 
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of veterans who had been treated for syphilis during 
World War II. The data presented suggest that 3% is 
a minimum estimate of the amount of neurosyphilis 
to be found among veterans treated for syphilis dur- 
ing World War II. The estimate is based on an ob- 
servation period of 8 to 10 years. Since the percentage 
of patients with positive spinal fluids appears to in- 
crease with the duration of observation, and as the 
period following World War II is extended 10 or 20 
years, it is possible that a further increase in the 
spinal fluid positivity rate may be expected. If this 
rate of 3% is applied to the 500,000 veterans treated 
for syphilis while in service, a minimum of 15,000 are 
estimated to have spinal fluid evidence of neurosyphi- 
lis at the present time. Although some of these will 
die and others will receive treatment to halt progres- 
sion, it may be anticipated that as the average age of 
the patients in the syphilis reservoir increases, a sub- 
stantial group of persons, veterans and civilians, will 
require the expensive care implied in neurosyphilitic 
progression. 

Hospitalization for approximately 5,000 veterans of 
World War I who developed insanity due to syphilis 
is now being provided by the Veterans Administration. 
Generally, these paretic patients have required hos- 
pitalization for many years. The average cost of main- 
taining a paretic patient in Veterans Administration 
facilities is approximately $40,000. 


The Vertebral Artery: Its Role in Upper Cervical and 
Head Pain. R. C. Lewis and D. F. Coburn. Missouri 
Med. 53:1059-1063 (Dec.) 1956 [St. Louis]. 


Intractable pain in the head and in the upper cer- 
vical region presents a difficult problem. Fibrositis of 
the cervical musculature, impingement on the second 
cervical root, and bony or ligamentous injury of the 
cervical spine have been regarded as etiological fac- 
tors. The patients are sometimes regarded as being 
neurotic. Symptoms may be the same whether there 
is a history of trauma or not. These patients complain 
of pain in the upper cervical and suboccipital region. 
This pain may radiate superiorly behind the ears to 
the retro-orbital or supraorbital region. There may be 
blurring of vision or diplopia. Unsteadiness on the 
feet is frequently mentioned. At times, true vertigo 
seems to occur, and nausea and even vomiting are not 
unusual. A complaint of stiffness in the neck is almost 
always elicited. Faulty neck posture seems to play a 
part, since some patients state that the pain wakens 
them from sleep. Examination reveals cervical spine 
tenderness, parlicularly over the transverse process of 
the atlas on the side of the pain. Neck extension 
against resistance is painful. Hypesthesia and hypal- 
gesia in the occipital area are common and may extend 
anteriorly to the forehead. Lateral nystagmus is often 
encountered following rotation of the neck with the 
head forward or when the neck is extended for a few 
seconds. Prolonged neck extension may result in a 
feeling of faintness, and it may initiate the pain. 

The authors performed vertebral angiography on a 
number of patients with these symptoms who were 
thought to have organic lesions. They report the 11 
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patients in whom they observed constriction or partial 
or complete occlusion of the vertebral artery with the 
neck in different positions. The site of occlusion varied 
from the level of the C-2 to C-3 facet cephalad to the 
beginning of the basilar artery. Also, encroachment of 
the vertebral artery by osteophytes extending lateral- 
ly was noted. Although observations on these patients 
allow for much speculation, the authors feel that 
compression of the vertebral artery by a hypertrophic 
spur or by angulation secondary to cervical muscle 
spasm could produce head pain. Numerous symptoms 
reported by these patients such as dizziness, nausea, 
transient diplopia, and faintness may well be due to 
temporary interference with the circulation through 
one of the vertebral arteries. Because of the marked 
cervical muscle spasm seen in many people with so- 
called migraine, it is suggested that interference with 
vertebral artery circulation mav play a part in many 
cases of migraine. Some of the symptoms in patients 
with so-called whip-lash injury may be secondary to 
partial occlusion of a vertebral artery either as a re- 
sult of direct trauma to the artery or as a result of 
secondary cervical muscle spasm. 


Successful Therapeutic Regimen for the Management 
of Behavior Problems in the Elderly. J. T. Ferguson. 
J. Am. Geriatrics Soc. 4:1080-1084 (Nov.) 1956 [Balti- 
more]. 


A new group of drugs—variously labelled ataraxics, 
tranquilizers, relaxants, psychoanaleptics, and neuro- 
psychic, neuropharmacologic, or phrenotropic agents 
—gives promise of a chemotherapeutic program that 
can be used at home to ameliorate or even reverse 
most behavior problems in elderly patients. Most of 
the new drugs act primarily on abnormal behavior 
and secondarily on mental mechanisms. Reserpine is a 
tranquilizer and is therefore useful in treating over- 
active behavior. Methyl-phenidylacetate is a psycho- 
analeptic, a mental awakener, and is useful in treating 
underactive behavior. Combinations of these two 
drugs will control most abnormal behavior manifesta- 
tions in elderly patients. The author prefers a schedule 
of 3 doses daily before, after, or with meals. The 
tablets may be crushed and put in the food or bev- 
erage. Elderly patients showing a predominance of 
overactivity should be given reserpine (Serpasil) ini- 
tially. A good starting dose is 0.2 mg. 3 times daily. 
Those showing a predominance of underactivity 
should be given methyl-phenidylacetate (Ritalin) in- 
itially, starting with 10 mg. 3 times daily. The elderly 
patient who manifests mixed behavior may receive 
both Serpasil and Ritalin initially. A good starting 
combination is 0.2 mg. of Serpasil and 10 mg. of 
Ritalin 3 times daily. 

The maintenance dosage for most overactive elderly 
patients is about 0.25 mg. of Serpasil and 5 mg. of Rita- 
lin 3 times daily. About a fourth of these patients will 
require a larger regular dose of Serpasil. A patient 
with a furrowed brow and sweaty hands who refuses 
to follow normal routines—even though he may try to 
put up a negative front—should be given Serpasil ini- 
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tially and treated as an overactive patient. Such pa- 
tients resort to survival tactics—fighting and resisting. 
There is a large group of elderly patients who need 
some mild medication for anxiety and tension states— 
a mild tranquilizer, without the sedative or habit- 
forming properties of the barbiturates. In these pa- 
tients, 2-ethyl-crotonyl-urea (Nostyn) induces the best 
clinical response. In a dosage range of 50 to 150 mg. 
3 times daily, its mild action promotes an over-all 
calmness that makes the patient easier to manage as 
well as more capable of participating in activities. The 
drugs alone are not enough; while they improve the 
patient's ability to participate, total improvement will 
be in proportion to the loving care the patient receives. 


GYNECOLOGY & OBSTETRICS 


A Case of Acute Pancreatitis as a Complication of the 
Puerperium. A. Davies. Brit. J. Surg. 44:152-154 (Sept.) 
1956 [Bristol, England]. 


Acute pancreatitis developed in a 37-year-old wom- 
an 3 weeks after delivery of a child, in March, 1950. 
During her pregnancy she had had 3 episodes of 
vomiting associated with upper abdominal pain radiat- 
ing to the back. These occurred in the 2nd, 3rd, and 
5th months of pregnancy. They had lasted a few days, 
and apart from these she had been quite well. In the 
immediate puerperium she had a bilateral calf vein 
thrombosis, which had been treated by further rest in 
bed. Her lochia had been diminishing normally until 
the onset of this present attack, when it had increased 
in quantity and had become offensive. She had a 
sallow complexion, and her sclera were slightly jaun- 
diced. The abdomen was slightly distended and ten- 
der, with rigidity in the upper quadrants. In both renal 
angles there was tenderness, more marked on the left 
than the right. No peristalsis was heard. The uterus 
felt bulky on rectal examination, and both lateral 
pelvic walls were tender. Laboratory studies revealed 
a serum amylase value of 546 Smith-Roe units per 100 
cc. (normal range 30 to 140 units per 100 cc.); and the 
urinary distase was found to be 677 units (normal 
range up to 50 units). A diagnosis of acute pancreatitis 
was made, and the patient was treated expectantly 
with intravenous administration of dextrose and iso- 
tonic sodium chloride solution; 500,000 units of peni- 
cillin was given every 4 hours, 1 gm. of streptomycin 
twice a day, and 2 gm. of sulphatriad every 4 hours. 
Improvement was noticeable on the 2nd day, and the 
patient was free from symptoms on the 6th day. 

She failed to return for a cholecystography, but re- 
cent inquiry revealed that she had been admitted to 
another hospital in June, 1950. A report from this hos- 
pital states that she had a further attack of abdominal 
pain, and this was allowed to subside. At a laparotomy 
in July, 1950, a gallbladder containing many small, 
soft stones was removed. The head of the pancreas 
was thickened, and a biopsy showed appearances con- 
sistent with healed pancreatitis; she has been well 
since then. Six additional cases of acute pancreatitis 
complicating the puerperium are discussed. Four of 
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these patients had gallstones, but at laparotomy no 
obstruction could be demonstrated in the bile duct or 
at the sphincter of Oddi. Cholangiography showed a 
freely patent duct of Wirsung in these patients. It is 
suggested that the gallstones are not the cause of the 
pancreatitis but are caused by it as a result of the 
biliary stasis. 


Cord Round the Neck. C. W. Walker. Proc. Roy. Soc. 
Med. 49:915-916 (Nov.) 1956 [London]. 


While cord around the neck in a vertex presentation 
has attained undue prominence in the textbooks, cord 
around the neck as an important cause of breech pres- 
entation has been ignored. Yet, if the head and neck 
are tethered to the placenta, which is normally in the 
fundus, the breech will present. This cause of breech 
presentation is of added importance nowadays, when 
in antenatal clinics breeches are being turned by ex- 
ternal cephalic version. When the cord is around the 
neck, version may kill the child by constricting the 
placental blood supply. The author presents data on 
the modes of presentation in 574 deliveries, of which 9 
were breech labors. Cord around the neck was the 
cause of 5 of the breech labors. These 5 cases are 
briefly presented. The following precautions are ad- 
vised in dealing with a breech presentation: (1) the 
diagnosis should be confirmed by x-ray examination; 
(2) no anesthetic should be used for the version; (3) 
the fetal heart should be counted before and after, 
and, if there is difficulty, during the version. Fetal dis- 
tress, indicated by exaggerated fetal movements or 
slowing of the heart for more than a few seconds, is 
a sign that manipulations should stop; (4) ic the presen- 
tation repeatedly reverts to a breech after versions, 
however easy, special care should be taken, as the risk 
of tension on the cord increases as the child grows 
larger. 


PEDIATRICS 


Essential Hypertension in Infancy and Childhood: 
Differential Diagnosis and Therapy. R. J. Haggerty, 
M. W. Maroney and A. S. Nadas. A.M.A. J. Dis. Child. 
92:535-549 (Dec.) 1956 [Chicago]. 


Nine children with essential hypertension were ob- 
served at the Children’s Medical Center, Boston. Their 
ages ranged from 7 months to 13% years. Cardio- 
vascular and central nervous system complications 
were noted only in the children with severe bvpcv- 
tension. One child died with hpertensive encephalo- 
pathy when medication was suddenly discontinued, 
and the other 8 have shown no progression of their 
hypertension during a follow-up of from 2 to 15 years. 
The patients with mild elevations of blood pressure all 
had a family history of hypertension, whereas but 1 
of 5 patients with severe hypertension did. Transient 
elevation of blood pressure in children may be the 
precursor of essential hypertension in adults. Renal 
disease can usually be identified by repeated uri- 
nalyses, urine concentration tests, Addis counts, urine 
cultures, nonprotein nitrogen blood levels, intravenous 
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pvelography, and simple renal function tests. A special 
effort must be made to exclude unilateral renal dis- 
ease, such as pyelonephritis, anomalies or aneurysms 
of renal artery or véin, thromboses and infarcts, hydro- 
nephrosis, and ectopia of one kidney. A history of 
acute glomerulonephritis or nephrotic syndrome sug- 
gests a renal origin of hypertension. Central nervous 
diseases such as acute or chronic poliomyelitis, en- 
cephalitis, and brain tumor can usually be diagnosed 
from the clinical picture, cerebrospinal fluid findings, 
skull x-rays, electroencephalogram, or air-injection 
studies. Cardiovascular diseases are most readily 
identified by physical examination. The determination 
of blood pressure in the legs as well as in the arms will 
reveal a coarctation of the aorta. Auscultation should 
rule out patent ductus arteriosus and aortic insuf- 
ficiency. Arteriovenous anastomosis, patent ductus 
arteriosus, and aortic insufficiency produce a wide 
pulse pressure and a continuous murmur. The most 
frequent endocrine cause of hypertension is prolonged 
administration of corticotropin (ACTH) or cortisone. 
Hyperthyroidism, Cushing’s syndrome, and _acro- 
megaly may be diagnosed by clinical and laboratory 
methods. Lead or mercury poisoning can usually be 
excluded by the history. 

Mild sedation with phenobarbital, weight reduction 
for the obese, and psychotherapy have been the main- 
stays of treatment. There was no evidence that restric- 
tion of physical exercise benefits children with hyper- 
tension; on the contrary, if it increases anxiety and 
tension, it may lead to further elevation of the blood 
pressure. Drug therapy was started with rauwolfia 
serpentina in children with relatively mild hyperten- 
sion. The addition of veratrum preparations increased 
the hypotensive effect. Hydralazine (Apresoline) hy- 
drochloride was added after several weeks of rauwolfia 
therapy, if no significant reduction in blood pressure 
had been achieved. In the patients with severe hyper- 
tension (blood pressure over 160/110 mm. Hg), one 
of the ganglionic blocking agents was added to the 
rauwolfia or rauwolfia plus hydralazine when these 
were not effective. Rauwolfia is particularly useful in 
combination with hexamethonium. Sympathectomy is 
probably indicated if drug therapy is not effective. 


Group A Beta Hemolytic Streptococci in Relation to 
Rheumatic Fever. M.S. Saslaw and M. M. Streitfeld. 
A.M.A. J. Dis. Child. 92:550-557 (Dec.) 1956 [Chicago]. 


Earlier studies had demonstrated that rheumatic 
fever is uncommon in school children in southern 
Florida. Rheumatic fever is generally accepted as 
etiologically dependent on group A_beta-hemolytic 
streptococci. The authors studied the pattern of infec- 
tion with these organisms in children attending the 
first three grades of Dade County, Fla., public schools. 
Monthly throat cultures revealed that 25% to 40% of 
the children studied harbored group A beta-hemolytic 
streptococci at least once during an 8-month school 
year. The same groups and types of beta-hemolytic 
streptococci were isolated as those found in the 
northern states. Higher average antistreptolysin 0 
titers and indices were demonstrated in the serum of 
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those children from whose throats group A strepto- 
cocci were isolated than were observed in those from 
whom no beta-hemolytic streptococci were recovered. 
An antistreptolysin 0 rise of 2 tubes or more occurred 
in 50.7% of the children with group A streptococci; 
only 8.6% of those children from whose throats no 
group A organisms were isolated had similar titer 
rises. The meaning of these findings in terms of “infec- 
tion’ are discussed. 

Since it has been suggested by some investigators 
that 3% of untreated streptococcic infections result in 
acute rheumatic episodes, 212 attacks of acute rheu- 
matic fever would be anticipated in just the 6-to-9- 
year age group for the study year. This was not so. 
Rheumatic fever developed in none of the children. 
It is suggested that the discrepancy between the large 
number of streptococcic isolates and the low incidence 
of rheumatic fever in Miami may lie either in the 
definition of what constitutes a streptococcic infection, 
in the inapplicability of the 3% rate in a tropical cli- 
mate, or in some combination of the two. Host de- 
fenses against streptococci may be maintained at a 
high level in Miami by climatic and other environ- 
mental factors. The necessity for clearer definition of 
“infection” is emphasized, and suggested criteria for 
streptococcic infections are offered. 


Early Diagnosis of Tuberculosis in Childhood. E. L. 
Kendig Jr. A. M. A. J. Dis. Child. 92:558-561 (Dec.) 
1956 [Chicago]. 


Kendig deplores the general reliance on clinical 
signs for the early diagnosis of pulmonary tubercu- 
losis, pointing out that phlyctenular conjunctivitis, 
formerly considered almost pathognomonic of tubercu- 
losis, is caused more often by other allergens than by 
tuberculoprotein. The so-called tuberculosis symptom 
complex, consisting of chronic cough, anorexia, and 
failure to gain or loss of weight, is of little value, since 
this group of symptoms is present in a portion only 
of patients with progressive tuberculous disease. Ex- 
piratory stridor and bitonal cough may rarely be an 
aid in early diagnosis. The fever that sometimes ac- 
companies primary tuberculosis may be present less 
than 1 week or continue more than 4 weeks. Rarely, a 
skin lesion may be the first sign of tuberculosis. The 
author cites evidence, including 4 case histories, that 
the onset of tuberculosis is often symptomless. He 
emphasizes that early diagnosis will be facilitated by 
the routine employment of the tuberculin test, but a 
survey revealed that only about 55% of the pediatri- 
cians of the United States resort to this test routinely, 
and many of those who do use it postpone it until 
after the child is 3 years old. A routine tuberculin test 
should be done during the Ist year of life, prior to 
smallpox vaccination, if possible, since this is a sus- 
pected activator of tuberculous disease; and the test 
should be repeated annually thereafter. Only in this 
way is early diagnosis of tuberculous disease in chil- 
dren possible. A tuberculin test is mandatory when a 
child has been exposed to tuberculosis. 
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UROLOGY 


Present-Day Treatment for Carcinoma of the Bladder. 
G. J. Thompson. J. Internat. Coll. Surgeons. 26:703-710 
(Dec.) 1956 [Chicago]. 


Transurethral excision of the tumor is the most effec- 
tive method of treatment in most patients with vesical 
neoplasm. Total cystectomy and diversion of urine of 
an appropriate type such as ureterosigmoidal anasto- 
mosis, nephrostomy, or cutaneous ureterostomy are 
useful in a small proportion of patients. When total 
cystectomy seems undesirable, segmental resection can 
be employed in patients in whom transurethral opera- 
tion is technically difficult or impossible. A combina- 
tion of transurethral excision and irradiation is the 
method of choice of most urologists today. Irradiation 
by means of the cobalt bomb seems most promising. 


Perforations in Retrograde Pyelographies. S$. Rummel- 
hardt. Ztschr. Urol. 49:593-598 (No. 10) 1956 (In 
German) [Leipzig, Germany]. 


Injuries may occur even when ureteral catheteriza- 
tion is carried out cautiously, particularly in case of 
chronic inflammation of the ureteral mucous mem- 
brane. Superficial lesions are generally harmless, caus- 
ing at most a slight admixture of blood to the urine 
and possibly a brief increase in temperature. Reflux 
during the introduction of the contrast medium like- 
wise causes only minor symptoms. The perforating 
injuries resulting during the introduction of the 
urinary catheter are much more dangerous. During 
the last 1,000 retrograde pyelographies carried out at 
the author's clinic, 20 perforations resulted from the 
introduction of the ureteral catheter. Thirteen of these 
perforations occurred in the distal third of the ureter, 
close to (2 to 5 cm. above) the bladder generally in 
patients with urolithiasis; this occurred once in the 
presence of tuberculosis and once of a ureteral papil- 
loma. Serious complications resulted from the ureteral 
perforation in only 1 of the patients, in whom a retro- 
vesical abscess, metastatic cerebral abscess, and sup- 
purating meningitis terminated in death. 


THERAPEUTICS 


Hypervitaminosis A: Experimental Induction in the 
Human Subject. R. W. Hillman. Am. J. Clin. Nutrition 
4:603-608 (Nov.-Dec.) 1956 [New York]. 


A characteristic syndrome of chronic poisoning is 
emerging from reports of patients consuming concen- 
trated preparations of vitamin A over long periods. 
Children, particularly, have been afflicted, but vitamin 
A poisoning has also been observed in some adults. 
Hypervitaminosis A was induced experimentally in a 
normal human subject on 2 separate occasions. The 
subject was a 40-year-old white male physician of 
moderately athletic habitus. The vitamin A prepara- 
tion employed was an aqueous emulsion (Aquasol), 
which has been shown to be better absorbed than the 
oil preparations incriminated in most reported in- 
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stances of hypervitaminosis. In the first experimental 
period, during the month of December, 1 million units 
of vitamin A was ingested daily for 13 days, in con- 
stant portions and at irregular hours. Two million 
units was ingested within one-half hour on the 14th 
and final day. The second experimental period was in 
the following May, a time selected to present possible 
contrasting seasonal influences and to permit a long 
interval of apparent clinical normality. One million 
units of the same preparation was ingested daily for a 
period of 25 days. The responses during the two ex- 
perimental periods differed. In the first period the 
degree of debility was sufficient to cause vitamin A 
consumption to be discontinued at the end of 2 weeks. 
In the second, the symptoms were most pronounced 
from the 3rd to the LOth day, following which discom- 
fort and tunctional inefficiency declined, to remain 
fairly constant for the remainder of the experiment. 
However, the subjective “recovery period” was longer 
following the 2nd test period, lasting about 4, com- 
pared with 2, weeks. 

The clinical features included headache; pruritic 
dermatitis, including folliculosis and xerosis, notably 
of the extremities, generalized desquamation, and 
exacerbation of preexisting seborrhea and alopecia; 
increased fragility of the fingernails; cheilosis, with 
marked chapping and splitting of the lips; epistaxis, 
slight but persistently induced by blowing the nose; 
gastrointestinal disturbances, including anorexia, nau- 
sea, and alternating constipation and diarrhea with 
severe tenesmus; visual disturbances, including dimin- 
ished visual acuity and spots before the eyes (one of 
which has persisted during the 7 months since the end 
of the 2nd test period): transient dizziness; generalized 
muscle weakness and fatigability; polyarthralgia; and 
pain and tenderness over the long bones, notably the 
distal tibia. These manifestations did not all appear 
during each experimental period, nor did they neces- 
sarily become more severe or remain constant once 
they become evident. The clinical picture resembled 
that of accidental vitamin A poisoning. The skin was 
most prominently affected. The plasma vitamin A con- 
centration increased markedly and appeared to be 
more closely correlated than the clinical picture with 
the quantity of vitamin A ingested. 


Meprobamate Toxicity—Report of a Case. M. Collins- 
Dineen. Ohio M. J. 52:1304-1305 (Dec.) 1956 [Co- 
lumbus]. 


A 53-year-old woman was discovered in coma 9 
hours after she had taken 14 gm. (35 tablets of 0.4 gm. 
each) of meprobamate in a single dose. After observ- 
ing the cyanosis and coma from 14 gm., it is difficult 
to believe this patient could have survived a dose of 
40 gm. Both of Selling’s patients took their larger doses 
over a period of 24 hours, which accounts for the 
milder effects. He reports no cyanosis and does not 
mention coma. Since meprobamate has an antagonistic 
action to pentylenetetrazole, Borrus suggested the 
use of the latter in meprobamate poisoning. This was 
considered in treating this patient, but the response 
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to intravenous benzedrine sulfate and oxygen was 
satisfactory, and it was decided that the increased 
hazards of pentylenetetrazol need not be incurred. 
The case demonstrates that meprobamate is not an 
innocuous drug. A review of the literature reveals 
other complications of meprobamate therapy, namely, 
allergic phenomena, psychological dependency, and 
possibly physiological dependency. 


Overdosage with Meprobamate—Presentation of Case. 
E. C. Hiestand. Ohio M. J. 52:1306-1307 (Dec.) 1956 
[Columbus]. 


The patient was a 40-year-old woman who at- 
tempted suicide by taking from 90 to 95 tablets (36 to 
38 gm.) of meprobamate. When admitted to the hos- 
pital about 1 hour after taking the tablets she was in 
coma. Her pupils were contracted nearly to pinpoint, 
with very little reaction to light; the eyes were roving 
and uncoordinated. The heart was regular, with good 
tones and no murmurs; tachycardia was present. No 
attempt was made to counteract the drug aside from 
administration of 80 mg. of amphetamine sulfate par- 
enterally in divided doses over a period of 3 hours. 
One hour after admission the blood pressure dropped 
to 78/50 mm. Hg, and an intravenous infusion of an 
aqueous solution containing 1 cc. of phenylephrine 
hydrochloride in 1,000 cc. of 5% dextrose was started. 
Even with a flow of about 70 to 80 drops per minute, 
the pressure remained between 84 and 90 mm. Hg 
systolic. The pulse rate ranged from 110 to 132 per 
minute. Oxygen was administered and mucus aspi- 
rated. Four to 6 hours after admission the pupils en- 
larged and became reactive to light. About 18 hours 
after admission the patient began to resist aspiration 
slightly and to move the extremities in response to 
stimulation. At 30 hours she first responded to vocal 
stimuli by opening her eyes. Urine obtained during the 
first 24 hours had a peculiar, pungent fruity odor sim- 
ilar to the odor of meprobamate. This subsided after 
the first day. After 72 hours, she was awake, fairly 
alert, willing to talk, and seemingly completely recov- 
ered, with no complaint of headache or other after- 
effects. She remembered nothing of her arrival or stay 
in the hospital until she awakened. This case confirms 
previous reports concerning the low toxicity of me- 
probamate and suggests that general supportive meas- 
ures suffice for treatment of overdosage. 


A Clinical Study of the Effect of Arginine on Blood 
Ammonia. J. S. Najarian and H. A. Harper. Am. J. 
Med. 21:832-842 (Dec.) 1956 [New York]. 


Ten men and 5 women between the ages of 24 and 
71 with elevated blood ammonia levels and varying 
degrees of encephalopathy in 5 hospitals in San Fran- 
cisco were given intravenous injections of solutions of 
arginine prepared by adding 25 mg. of L-arginine 
hydrochloride to 400 cc. of pyrogen-free distilled wa- 
ter, followed by autoclaving at 15-lb. pressure for 20 
minutes. The increased levels of ammonia in the pa- 
tients’ blood were caused by exogenous ammonia in- 
toxication from ingestion of ammonium chloride in 1; 
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portal cirrhosis in association with an increase in 
nitrogenous substances within the intestine as a result 
either of a high protein diet or of gastrointestinal 
hemorrhage in 6; surgical shunting procedures be- 
tween the portal and vena caval systems for the relief 
of portal hypertension secondary to intrahepatic or 
extrahepatic obstruction in 3; and acute hepatic in- 
sufficiency as a result of viral infection in 5. 

Reduction in the ammonia level of the blood was 
observed after arginine therapy in every patient. Im- 
provement in the mental status of the patient accom- 
panied the drop in blood ammonia. Two of 3 patients 
with severe viral hepatitis who were given arginine 
while in deep coma responded within 24 to 36 hours 
with considerable clinical and biochemical improve- 
ment and eventual recovery. The decrease in the level 
of ammonia in the blood of the patient that occurred 
after the administration of arginine was always accom- 
panied by a significant rise in the urea nitrogen level 
in the blood, suggesting that the effect of arginine on 
the blood ammonia level may be mediated through its 
role as a probably rate-limiting precursor of inter- 
mediates in the formation of urea from ammonia. 
Further clinical experience with substances such as 
arginine that can effectively lower the blood am- 
monia level should serve to delineate more clearly the 
pathological importance of ammonia intoxication in 
clinical disease. 


Treatment of Ulcerative Colitis with Local Hydro- 
cortisone. S. C. Truelove. Brit. M. J. 2:1267-1272 (Dec. 
1) 1956 [London]. 


One man and 5 women between the ages of 30 and 
42 years with mild or moderate ulcerative colitis were 
given local treatment with hydrocortisone for 3 weeks. 
One bottle containing 250 mg. of hydrocortisone dis- 
solved in 50 cc. of 50% ethyl alcohol was emptied into 
a standard intravenous infusion bottle containing 500 
ce. of sodium chloride solution. The diluted hydro- 
cortisone in the resulting solution of 4.5% ethyl alcohol 
in sodium chloride was dripped into the rectum with 
the aid of a rubber catheter adjusted to a standard 
blood transfusion-giving set; 26% of hydrocortisone 
was absorbed from the rectum by this method. The 
treatment was given each night with the patient in 
bed immediately before settling down for his night's 
sleep. One quarter of a bottle, i. e., about 125 cc. of 
liquid containing 60 mg. of hydrocortisone, was given 
on the first night. The amount was increased up to 
half a bottle each night during treatment. The 6 pa- 
tients were followed up for 1 year. An additional 15 
patients, 7 men and 8 women between the ages of 24 
and 57 with ulcerative colitis, were given the same 
treatment as the first 6 patients, but for 2 weeks only 
and with shorter follow-up periods. Four of the 5 pa- 
tients had previously responded to this form of therapy 
but had subsequently had relapses. Fourteen of the 
21 patients obtained a clinical remission in the course 
of the treatment, 1 was improved, and 6 were thera- 
peutic failures. The remission occurred rapidly within 
the first few days after treatment was instituted. The 
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sigmoidoscopic changes roughly corresponded with 
the changed clinical state in that all the patients with 
clinical remission showed an improved sigmoido- 
scopic picture and 1 patient even had entirely normal 
sigmoidoscopic findings. By contrast, the histological 
findings in small biopsy specimens did not in general 
show a corresponding improvement. 

The effect of the treatment is not permanent, al- 
though a successful immediate outcome may be fol- 
lowed by a period of clinical remission lasting at least 
for several months. The institution of a second course 
of treatment in 4 patients with a clinical relapse 
brought about a clinical remission within a few days 
in 3 of them, so that repeated courses of treatment 
whenever symptoms recur may prove to be effective 
in some of those patients who respond to the first 
course of treatment. Local treatment with hydrocorti- 
sone appears to be a useful addition to the treatment 
of ulcerative colitis, particularly as it can be carried 
out by patients in their own homes. 


Two-Year Results of Hydergine Therapy in Hyper- 
tension and Other Circulatory Disturbances. A. Példre. 
Acta med. scandinay. 155:437-448 (No. 6) 1956 (In 
English) [Stockholm]. 


Sixty-nine patients with essential hypertension and 
16 patients with various types of circulatory disorders 
of the extremities were treated with hydergine (a 
mixture of the three hydrogenated ergot alkaloids, 
dihydroergocornine, dihydroergocristine, and dihy- 
droergokryptine) at the medical department of the — 


Sédertiilje Hospital in Sweden. The patients received 
a test dose of 0.3 mg. of hydergine subcutaneously be- 
fore the institution of the hydergine therapy. All re- 
sponded with a tall of both the systolic and diastolic 
blood pressures, averaging 23/21 mm. Hg. The patients 
with hypertension were subdivided into 4 groups with 
regard to the severity of their hypertension, according 
to Keith and Wagener’s classification. Patients with 
symptoms of advanced hypertension, classified in 
groups 3 and 4, responded with a greater fall of 
diastolic blood pressure than did patients classified 
in groups 1 and 2, but they did not show any differ- 
ence in the drop of the systolic blood pressure. Hyder- 
gine therapy cannot be schematized. Younger patients 
with short histories and variable blood pressures re- 
quired more intensive treatment than older patients 
or patients with more advanced vascular lesions. 
Treatment may be started with 0.3 mg. of the drug 
given subcutaneously 2 or 3 time: daily for from 10 
to 15 days, then 2 tablets of 0.25 mg. may be given 
orally 4 times daily combined with parenteral admin- 
istration of 0.3 mg. twice weekly. The dose should be 
gradually reduced to 3 tablets daily. A short course 
of repeated injections for from 5 to 6 days is advisable 
after several months of maintenance treatment. Forty- 
seven of the 69 patients with hypertension were hos- 
pitalized and 22 were outpatients. All had headache, 
vertigo, tinnitus, congestion, impairment of vision, 
and fatigue. 
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Subjective improvement resulted in all the patients 
after 1 week of treatment. Patients who had taken 
barbiturates for years were able to discontinue their 
use. Most patients were able to resume their employ- 
ment. Both the systolic and diastolic blood pressure 
fell by 20/25 mm. Hg. The results of treatment in 10 
patients who were under continuous supervision and 
treatment for over 22 months were almost identical 
with those in patients after 3 months’ therapy and 
consistent with those obtained after 2 months of out- 
patient treatment alone. These observations are strong- 
ly suggestive of a hypotensor and stabilizing effect of 
hydergine. Eyeground lesions showed considerable 
regression after 7 months’ treatment in 2 patients but 
remained unchanged in other patients. Renal function 
tests showed improvement in 14 patients. No changes 
were observed in the electrocardiograms or in cardiac 
function. Cerebral or cardiac complications occurred 
in 8 patients, and 3 patients died. Hydergine therapy 
offers the best prospects of success in vegetatively un- 
stable patients with hypertension of grade 1 and 2 
according to the Keith-Wagener classification. There 
are no absolute contraindications to hydergine therapy. 

The 16 patients with circulatory disorders of the ex- 
tremities received 0.3 mg. of hydergine subcutane- 
ously in combination with 1 tablet for sublingual ap- 
plication 3 to 4 times daily for 10 days, followed by 
daily administration of 3 to 5 tablets alone. Fifteen 
patients became asymptomatic, and 1 was a thera- 
peutic failure. Parenteral therapy was resumed after 
3 months’ oral administration of the drug in 3 patients, 
and 11 patients remained free of symptoms on oral 
therapy alone. 


Cathartic Action and Metabolism of Certain Coal Tar 
Food Dyes. J. L. Radomski and W. B. Deichmann. 
J. Pharmacol. & Exper. Therap. 118:322-327 (Nov.) 
1956 [Baltimore]. 


Investigation of a marked cathartic effect observed 
after the ingestion of a certain confection revealed 
that it contained an abnormally large content of a dye. 
Three dyes (FD&C Orange No. 1 and 2, and FD&C 
Red No. 32) have recently been removed from the list 
of certifiable food colors. In addition, it has recently 
been observed that FD&C Yellow No. 3 and 4 are 
decomposed in acid solution to B-naphthylamine. This 
observation has raised the question as to the possible 
formation of this carcinogen in the stomach. The pur- 
pose of this investigation was to answer the following 
questions: 1. Which of the certifiable coal-tar dyes 
have cathartic properties? 2. Is the cathartic action 
due to the intact molecule of the dye itself or to a 
product of its metabolism? 3. Are FD&C Yellow No. 3 
and 4 decomposed in the mammialian stomach to 
B-naphthylamine? It was found that 5 of 18 FD&C 
food colors tested had cathartic properties. FD&C 
Orange No. 1 induces a cathartic action in man (80 
mg.), dog (200 mg.), and rat (20 mg. per kilogram). 
FD&C Yellow No. 3, FD&C Yellow No. 4, FD&C 
Orange No. 2, and FD&C Red No. 32 are also cathartic 
to the dog at 100 mg. and 200 mg. doses. Since these 
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five dyes are the only certifiable food colors derived 
by coupling a diazonium salt with 8-naphthylamine or 
a- Or £-naphthol, this characteristic would seem to 
be definitive of cathartic action in these compounds. 
This group of compounds also comprises the only oil- 
soluble food colors. Sulfonation of the naphthalene 
ring removes the cathartic action. FD&C Orange No. 
1 is probably destroyed in large part by the bacteria 
in the intestinal tract; little of the dye itself is ab- 
sorbed; the intact molecule appears to be the active 
cathartic agent. FD&C Yellow No. 4 is not converted 
to B-naphthylamine in the ligated rabbit stomach. 


Hydralazine (Apresoline). A. R. Krogsgaard. Ugesk. 
lager 118:1151-1156 (Oct. 4) 1956 (In Danish) [Copen- 
hagen]. 


There is at present no ideal hypotensive agent. The 
substances in use have their characteristic properties. 
Rauwolfia alkaloids, including reserpine, exert a weak 
hypotensive action combined with marked sedative 
effect and may cause increase in weight and depres- 
sion. Ganglion-blocking substances, with marked 
hypotensive action, present the danger of hypotension 
and paralytic ileus. Veratrum alkaloids produce a defi- 
nite hypotensive effect but have only a slight thera- 
peutic scope. Hydralazine has a moderately marked 
hypotensive effect, with a number of initial side- 
effects that are lessened on combination with other 
agents and with careful dosage. For successful appli- 
cation of hydralazine the treatment must be started 
with small doses, which are carefully and gradually 
increased. If daily doses over 400 mg. are given there 
is a certain risk of severe, late side-effects. In more 
moderate hypertension hydralazine can be used _ to- 
gether with reserpine, while in graver forms, par- 
ticularly the malignant forms, hydralazine must be 
given with ganglion-blocking substances. In some 
cases hydralazine is relatively or absolutely contrain- 
dicated. In grave coronary sclerosis increase in minute 
volume may cause or aggravate angina pectoris or 
cardiac insufficiency. 


Hydralazine and Reserpine in Treatment of Benign 
Hypertension. T. Hilding, A. R. Krogsgaard and E. 
Godtfredsen. Ugesk. lager 118:1157-1164 (Oct. 4) 1956 
(In Danish) [Copenhagen]. 


Reserpine was given to 60 patients (20 men, 40 
women) with essential hypertension. In 12 cases it 
had to be withdrawn because of side-effects or lack 
of cooperation. In 16 cases the response was satisfac- 
tory; the average period of treatment was 8 months, 
the average fall in mean blood pressure, 29 mm. Hg. 
In the remaining 32 cases the effect was unsatisfac- 
tory. In 27 of these patients reserpine therapy was 
supplemented with hydralazine, with satisfactory re- 
duction in blood pressure in 17; the average period of 
treatment was 13 months, the average reduction in 
blood pressure, 37 mm. Hg. In 5 patients one of the 
substances had to be withdrawn, with the substitution 
of pentapyrrolidinium for it, with good results, and in 
5 cases the treatment was discontinued because of 
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side-effects or Jack of cooperation. The patients who 
profit by reserpine are especially those with milder 
hypertension. Although reserpine treatment is not ac- 
companied by the more acute side-effects that follow 
use of the more potent hypotensive agents, depression 
has proved to be a serious and relatively frequent side- 
effect. It occurred in 14 patients and led to withdrawal 
of the substance in 12. In prolonged treatment a daily 
dose of reserpine of 1 mg. or less was given in an at- 
tempt to reduce the danger of depression. The side- 
effects of hydralazine were insignificant and caused 
withdrawal of the substance in only 1 instance. The 
favorable effects of hydralazine are ascribed to initial 
treatment with reserpine, slow increase in the hydrala- 
zine dosage, and administration of not more than 400 
mg. of hydralazine daily. 


Cortisone in the Complications of Leprosy. G. J. 
Nicholas. West Indian M. J. 5:196-200 (Sept.) 1956 
[Jamaica, B. W. I.]. 


A trial with cortisone treatment was undertaken 
during 1954 to 1955 at the Mahaica Hospital, British 
Guiana. Cortisone was administered to 26 patients 
with leprosy on 76 separate occasions in courses rang- 
ing from a single dose of 50 mg. to a daily dose of 
200 mg. for 7 days. The average period of administra- 
tion was from 3 to 5 days, discontinuance being dic- 
tated either by aggravation of symptoms or by com- 
plete relief of symptoms. It was felt that any tendency 
to spread of the bacilli as a result of the “loosening-up” 
of the natural defensive fibroblastic barriers should 
and could be countered by continuing the use of 
chemotherapeutic agents, and, with few exceptions, 
treatment with sulfones was continued throughout. 
The effect of cortisone on the following complications 
only was tried out: acute neuritis, nonfebrile erythema 
nodosum, and the febrile type of lepromatous reac- 
tion. Cortisone has been used in patients with leprosy 
by a number of investigators, not with the purpose of 
influencing the disease process per se but with the 
hope that its anti-inflammatory property of lessening 
or inhibiting fibroblastic tissue reaction would bring 
symptomatic relief in an otherwise painful and de- 
pressing phase of the disease and that it would prove 
of value not only in tiding over and ameliorating the 
acute symptoms but also in preventing permanent 
tissue damage. While some observers reported favor- 
able results from this treatment, one investigator 
found that the late results were often bad and that 
there was danger of aggravating the leprosy. 

Cortisone merits a place in the chemotherapeutic 
armamentarium against leprosy—not as a leprostatic 
drug, but as an aid in dealing with complications aris- 
ing in leprosy. Its use is generally agreed on in sulfone 
sensitivity and ocular inflammations, and at the au- 
thor’s hospital it is the standard form of treatment in 
neuritis. While good results were not obtained in sub- 
acute erythema nodosum leprosum, in the more acute 
febrile lepromatous reaction (“lepra fever’) its cautious 
use is justified. The normal antileprosy therapy, pos- 
sibly in reduced dosage, should be continued during 
cortisone administration. 
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PATHOLOGY 


Regional Non-bacterial Lymphadenitis—“Cat-Scratch” 
Disease. J. D. Reid. New Zealand M. J. 55:361-368 
(Oct.) 1956 [Wellington, New Zealand]. 


Regional nonbacterial lymphadenitis or “cat-scratch” 
disease has been increasingly recognized as a cause 
of lymph node enlargement and occasionally of sys- 
temic disease. This paper gives an account of the in- 
vestigation during the past 18 months of 40 patients 
suspected of having this disorder, and it reviews 7 
cases diagnosed on histological evidence only. Eight 
patients had various combinations of histological, 
serologic, and skin-test evidence of the infection. It is 
suspected that the etiological agent is a virus of the 
psittacosis-lymphogranuloma venerum group. Lymph 
node lesions bear a striking resemblance to those of 
lymphogranuloma. A positive complement-fixation test 
in low titer is obtained against psittacosis antigen in 
about 25% of cases, and inclusion bodies have been 
seen. The part played by the cat is not certain, but is 
probably that of a carrier only. Some 30% of patients 
have no history of scratch, and 7% have no contact at 
all with these animals. Insect bites, scratches, and 
abrasions from bone or wood may initiate the illness. 
About half of the patients with regional adenitis show 
an indurated nodule at the site of injury within 2 to 7 
days, followed in two to three weeks by enlargement 
and tenderness of regional lymph nodes, but without 
lymphangitis. Nodes remain firm in most instances, but 
in one-third suppuration ensues with sterile pus. Node 
enlargement may persist for many weeks, or up to 
2 years. Systemic upsets, such as low pyrexia and ele- 
vation of white blood cell count and of erythrocyte 
sedimentation rate are the rule. Transient skin rashes 
of maculopapular or morbilliform type, as well as 
erythema nodosum, have been occasionally reported. 
Eosinophilia up to 10% has been noted. From a clin- 
ical point of view it is clear that the range of mani- 
festations of this disease is wide and probably not yet 
fully known. Diagnosis by skin test has limitations, 
but in the absence of anything more specific, this re- 
mains the most valuable approach. The exact sig- 
nificance of the occasional positive psittacosis comple- 
ment-fixation test is unknown and may indicate a 
multiplicity of causal agents, some related to the psit- 
tacosis group. On the other hand, it may prove to be 
nonspecific or a reaction like the Weil-Felix test. His- 
tological appearances must also be viewed with some 
reservations on their specificity. However, with all 
these limitations, it does seem possible both clinically 
and pathologically to recognize a disease pattern, the 
composition of which awaits further elucidation. 


The Delayed Type of Allergic Reaction in Cancer: 
Altered Response to Tuberculin and Mumps Virus. 
J. Logan. New Zealand M. J. 55:408-409 (Oct.) 1956 
[ Wellington, New Zealand]. 


To investigate the delayed type of allergy in human 
cancer, the mumps virus skin test and the Mantoux 
test were applied to a group of cancer patients. Sev- 
enty-three patients with carcinoma, 28 patients with 
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malignant lymphoma, and 12 healthy adults were skin 
tested with mumps virus vaccine. Twenty-nine pa- 
tients with carcinoma, 8 patients with malignant lym- 
phoma, and 24 controls were skin tested with old 
tuberculin. The following conclusions were reached: 
1. The Mantoux test and mumps virus skin test were 
inhibited by malignant lymphoma as a result of the 
general depression of the delayed type of allergic re- 
action. 2. The mumps virus skin test but not the tuber- 
culin reaction was inhibited during the 3rd and 4th 
stages of carcinoma. It seems probable that there is 
an exhaustion of the leukocytic sensitizing factor for 
mumps virus but not for tuberculin in these patients. 
The means by which inhibition of the mumps virus 
reaction is produced may be akin to desensitization, 
which is readily induced for mumps virus. 


Dangerous Contaminants in Stored Blood. M. G. Mc- 
Entegart. Lancet 2:909-911 (Nov. 3) 1956 [London]. 


Two fatal transfusion reactions occurred because 
blood was contaminated with an organism that grew 
at 4 C. Both bottles of blood were in the 3rd week of 
storage when issued; hence there had been ample 
time for a hich bacterial count to be reached. The 
suspected bottles of blood, both of which had been 
at room temperature for some hours, were sent to the 
laboratory for examination. The blood used in the Ist 
patient, who died 2 hours after having received only 
20 ce. of the suspected bottle, was 15 days old; that 
used in the 2nd patient, who died after receiving 50 
ec. of contaminated blood, was 3 weeks old. Both 
bloods were very dark and of a “permanganate” color, 
but there was no obvious hemolysis. The blood smelled 
sour. Stained films showed very large numbers of gram- 
negative bacilli. The same Klebsiella-like organism 
was present in both bottles. It grew well on simple 
mediums at a temperature range from 4 C to 30 C, the 
latter being the optimal temperature. It was found 
that after a lag period of 3 or 4 days, logarithmic 
growth takes place at the rate of about 3 divisions in 
24 hours. Thus, even infected blood is unlikely to be 
dangerous until the 3rd week of storage. The risk of 
severe reactions of the “infection” type could be very 
greatly reduced if, before any blood in its 3rd week 
of storage is issued, a stained film is examined to ex- 
clude the presence of bacteria. Stained films of any 
blood that causes a severe reaction should be ex- 
amined at once. If the blood is infected, the patient 
must be treated without delay, because prompt treat- 
ment may be life-saving. 


RADIOLOGY 


Laryngopharyngeal Cancer: Five-Year Results After 
X-ray Therapy. C. C. Wang. New England J. Med. 
255:1033-1035 (Nov. 29) 1956 [Boston]. 


One hundred fifty patients, 142 men and only 8 
women, with laryngopharyngeal cancer were treated 
with x-rays in the department of radiology at the 
Massachusetts General Hospital between 1931 and 
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1950; 200-kv. radiation, filtered with 0.5 mm. of copper 
at 50 cm., target-skin distance was used. Two direct 
opposing lateral portals with a field of 6 by 8 cm. or 
8 by 10 cm. delivering a dose of 4,500 to 5,000 r to the 
tumor at the rate of 200 r per day in 5 or 6 weeks, 
were employed. 

Nine (31%) of 29 patients with anterior lesions sur- 
vived without symptoms for 5 years after irradiation. 
Eight (12%) of 65 patients with posterolateral lesions 
survived symptom-free for 5 years. Ten (17%) of 56 
patients with extensive lesions of both anterior and 
posterior structures were considered cured for 5 years. 
Three (27%) of 11 patients with the tumor arising in 
the aryepiglottic fold and 3 (25%) of 12 with the 
tumors arising in the pyriform sinus survived for 5 
years after irradiation. Seventy-eight (52%) of the 150 
patients had lymph-node metastases at the institution 
of therapy. Only 6 (8%) of the 78 patients survived for 
5 vears. Twenty-one (29%) of the 72 patients in whom 
metastases were not apparent at the time of treatment 
lived for 5 years. 

Early recognition of the lesion and prompt institu- 
tion of treatment are vital for cure, since the control 
of laryngopharyngeal cancer by irradiation is adverse- 
iv related to the extent otf the involvement and the 
presence of cervical metastases. Treatment of the early 
lesions, particularly those of the epiglottis, therefore, 
may be attended with fairly satisfactory results. In 
the management of a given neoplasm in this region, 
the understanding of its nature, proper evaluation of 
its site, extent, and lymph-node metastases, and the 
general condition of the patient should be taken into 
consideration before any course of treatment is 
planned. Palliation is probably all that should be 
offered in the relatively aged and feeble patient with 
advanced lesions. Vigorous irradiation therapy aimed 
at cure is justified in patients with good health and 
early cancer. The results of supervoltage therapy 
(1,000 to 2,000 kv.) through a single portal in patients 
with carcinoma of the laryngopharyngeal region await 
further evaluation. 


The Role of Irradiation in the Treatment of Primary 
Malignant Lymphoma of the Stomach. H. W. Burnett 
and E. A. Herbert. Radiology 67:723-728 (Novy.) 1956 
[Syracuse, N. Y.]. 


The material consisted of a consecutive series of 27 
patients having a positive microscopic diagnosis of 
primary malignant lymphoma of the stomach, without 
known extra-abdominail metastases, from the clinics 
of The New York Hospital-Cornell Medical Center 
between January, 1939, and July, 1953. There were 11 
men and 16 women, and the ages ranged from 22 to 
79 years. Fifteen patients had lymphocytic lymphosar- 
coma; 10 had reticulum-cell sarcoma; and 2 had 
Hodgkin's disease. These patients were explored and 
a biopsy was performed. Primary resection of the in- 
volved portion of the stomach was performed when- 
ever possible. Patients showing evidence of residual 
disease were given supplementary treatment in the 
form of irradiation. The irradiated group included only 
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patients with disease that had spread beyond the limits 
of resection, whereas those not receiving irradiation 
had disease apparently confined to the resected speci- 
men. Consequently, the 2 groups are not statistically 
comparable, in that the former is composed of patients 
with advanced disease and the latter of patients with 
localized disease. 

A review of the literature and the findings in the 
present study indicate that a 5-year survival percent- 
age above 60% is obtainable in patients with primary 
malignant lymphoma of the stomach. In patients 
treated by resection only, the 5-year survival was 
42.8%. The 5-year survival was 66.6% in the group 
given an adequate course of irradiation. Extent of 
disease was apparently the most significant factor in 
prognosis. Pathological cell type had little influence 
in affecting prognosis. The 2 patients with Hodgkin's 
disease are both still alive more than 5 years later. 
However, this could not be expected in larger series 
of cases. A tumor dose of from 3,000 to 3,500 r in 
about 40 days appears to be appropriate in most in- 
stances. Remote metastases and individual cellular 
sensitivity factors seem to be limiting factors. Data 
are not available in the literature nor in this series to 
demonstrate the maximum possibilities of irradiation 
as the sole method of treatment. 


Contribution to the Transparietal Splenoportography: 
Study of the Hepatogram. G. F. Leroux and A. de 
Scoville. Acta gastro-enterol. belg. 19:697-712 (Nov.) 
1956 (In French) [Brussels]. 


Splenoportography was carried out in 60 living pa- 
tients and in three post mortem. Hepatograms were 
obtained in 50 examinations. A sufficient quantity of 
contrast medium (40 cubic centimeters) had to be 
used in order to obtain valuable hepatograms. At 
least 7 pictures were taken during injection and after, 
at intervals of about 15 seconds. The morphologic 
alterations could be classified and their particular 
aspects referred to anatomic lesions, especially in 
cases of primary and secondary tumors, of cholestasis, 
and atrophic cirrhosis. The driving back of the intra- 
hepatic veins, caused by a hydatid cyst encapsulated 
in the liver, could be observed in the hepatogram. 
Infiltrating tumors of the liver parenchyma were de- 
termined by lacunas, on the edges of which venous 
stumps appeared separated from their origin. Two 
stages of hepatography had to be observed and com- 
pared in patients with segmental or nodular meta- 
static tumor: the stage of venous opacification and the 
canalicular one. Peripheral nodular metastasis is very 
hard to diagnose. These pictures have to be differenti- 
ated from those resulting in cholestasis. Atrophic cir- 
rhosis showed characteristic pictures, but hypertrophic 
cirrhosis did not. The hepatograms were compared 
with the clinical diagnoses, which were confirmed and, 
in some cases, even corrected. Adequate treatment 
could be established with the aid of serial hepatog- 
raphy. 
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The Use of Electrical Current as an Anesthetic Agent. 
R. C. Knutson, F. Y. Tichy and J. H. Reitman. Anes- 
thesiclogy 17:815-825 (Nov.-Dec.) 1956 [Philadelphia]. 


Twenty-five dogs were given electronarcosis for 3 
hours with a continuous alternating current of 50 ma., 
700 cycles per second, 16-20 volts. Pathological studies 
of the brains and spinal cords revealed no evidence 
of neurological damage owing to the continuous pas- 
sage of the current. A marked hyperglycemia that 
tended to increase during the electronarcosis was 
present. The blood urea nitrogen level rose significant- 
ly during the 3-hour period of electronarcosis. No 
changes occurred in the serum calcium, sodium, chlo- 
ride, and potassium levels. Electrical anesthesia was 
administered to 5 patients by means of an alternating 
current of 135 ma., 700 cycles per second. Marked 
hypertension and tachycardia developed during the 
passage of the current. Because of the seriousness of 
the cardiovascular complications in man (hyperten- 
sion, cardiac irregularities, and tachycardia), the au- 
thors discontinued electronarcosis in human beings. 
This is not to say that they believe electrical anes- 
thesia to be impossible of achievement in man. It may 
be that a higher frequency, a different wave form, or 
a different combination of the variables of current, 
potential, and frequency will produce a satisfactory 
narcosis without the frightening side-effects. 


Some Preoperative Warnings of Potential Operating- 
Room Deaths, J. E. Eckenhoft. New England J. Med. 
255:1075-1079 (Dec. 6) 1956 [Boston]. 


This report classifies the hazards to which patients 
are exposed in the operating room or during the im- 
mediate postoperative period, and it relates experi- 
ences of the anesthesia service of a large university 
hospital over the period of the last 10 years, during 
which approximately 150,000 anesthetics have been 
administered. The author mentions a death from 
aspiration of stomach contents when a surgeon man- 
ually collapsed a distended stomach during an ex- 
ploratory laparotomy with the patient under general 
anesthesia. Pneumonia has been known to follow 
aspiration of gastric fluid forced into the pharynx by 
external abdominal pressure by a surgeon during 
pelvic examination. Patients often aspirate vomit be- 
cause they fail to follow instructions or because the 
instructions given the patient by his physician have 
not been sufficiently explicit. Instructions should be 
detailed and preferably written to avoid confusion. 
The very apprehensive patient is a potential candidate 
for death in the operating room. The mechanism of 
death in these patients does not follow a single pat- 
tern, but special attention should be given to the ap- 
prehensive patient. 

Watchfulness for hypovolemia is important in the 
following types of patients: those with neoplastic or 
ulcerative lesions of the large intestine; those who 
have been bedridden or in body casts for long periods; 
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elderly persons who have led a sedentary existence; 
patients who have had extensive fluid loss; and those 
who have had multiple operations. Obviously, it is not 
practical to transfuse to a theoretical average normal 
all patients with blood-volume deficiencies; however, 
if a deficit of as much as 1,500 to 2,000 ml. exists, it is 
advisable to administer 500 to 1,000 ml. of blood be- 
fore operation. The anesthetization of a febrile, dehy- 
drated child is fraught with danger. It is relatively 
simple to treat dehydration with intravenous infusion 
of fluids, and as a consequence the temperature is 
usually reduced. In spite of this, an unnecessary and 
hazardous “rush” label is frequently attached to these 
patients. The last decade has introduced a new and 
insidious hazard to many patients undergoing anes- 
thesia and surgery; this is the multitude of drugs that 
patients are receiving, sometimes for long periods. It 
is also important that the anesthesiologist be told of 
previous anesthetic difficulties. Hazards are produced 
by preexisting disease unrelated to contemplated sur- 
gery, such as angina pectoris with or without myo- 
cardial infarction, cardiac arrhythmias, cardiac failure, 
and chronic respiratory disease. 


Contributions of Modern Anesthesia to Improvement 
in Surgical Technic. J. S. Lundy. }. Internat. Coll. 
Surgeons 26:664-673 (Dec.) 1956 [Chicago]. 


Lundy describes the progress made in anesthesia in 
the course of the 110 years of its existence, with em- 
phasis on the benefits derived from the competent use 
of modern anesthetic drugs. Preoperative medication, 
including the administration of sedatives, is an in- 
tegral part of anesthesia, which includes everything 
done to build up the patient’s tolerance and to guard 
against shock, accident, or complications both before 
and during the actual operative procedure. It is im- 
portant that the anesthetist be informed by the sur- 
geon what the surgeon wishes to do. The anesthetist 
can then make a plan for the particular patient and 
the particular operation, so that the surgeon need not 
be distracted in the course of the operation by matters 
not strictly concerned with surgical technique. 

The night before the operation, an adult patient is 
given 25 mg. of promethazine (Phenergan) hydro- 
chloride by mouth and 500 mg. of ethchlorvynol 
(Placidyl) for sleep. On the morning of the operation 
he receives another 25 mg. of promethazine hydro- 
chloride intramuscularly, with 2 mg. of levorphanol 
(Levo-Dromoran) tartrate and 1/150 grains (0.44 mg.) 
of atropine. General anesthesia is induced with thio- 
pental (Pentothal) sodium given intravenously and a 
small dose of succinylcholine chloride to facilitate the 
introduction of an intratracheal tube. By the tube thus 
emplaced, a mixture of oxygen and nitrous oxide is 
administered at the rate of 7 liters of nitrous oxide and 
3 liters of oxygen per minute, which will result in an 
arterial oxygen saturation of 100%. Thiopental sodium 
and curare are administered intermittently by intra- 
venous route. Levallorphanol (Lorfan) tartrate is a 
highly effective antidote against narcotic drugs when 
given intravenously in 1 cc. ampuls containing 1 mg. 
of the drug. Methylphenidate (Ritalin) hydrochloride 
and mephentermine (Wyamine) may be used as an- 
tagonists to shorten the period of anesthesia. An 
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amount of 0.2 ce. of a 10% solution of thiopental so- 
dium per pound of body weight is administered rec- 
tally to a child on whom a tonsillectomy or adenoidec- 
tomy is to be performed. As soon as the child is sleepy 
1 mg. of promethazine hydrochloride per 10 Ib. (4.5 
kg.) of body weight is injected intramuscularly and a 
small dose of atropine (0.15 mg.) is given, Nitrous 
oxide and oxygen and ether are administered to the 
sleeping patient. 

Control of postoperative pain may best be achieved 
with 25 mg. of promethazine (Phenergan) hydrochlo- 
ride intramuscularly combined with 2 mg. of levor- 
phanol (Levo-Dromoran) tartrate. A satisfactory tech- 
nique for diagnostic and therapeutic blocks consists of 
the use of absolute alcohol or a 6% solution of phenol- 
in water when pain itself is the problem. Either of 
these agents can be used for stellate block of the 
upper extremity or for lumbar sympathectomy block of 
the lower extremity. For brief anesthesia, a mixture 
of either 1 or 2% procaine hydrochloride, 2.5% am- 
monium sulfate, and 2% benzyl alcohol is preferred; 
this assures blocking of nerves for hours or even days, 
without the hazard of neuritis. 

The anesthetist must prevent shock if he can or 
treat it if it occurs. When it is known that a patient 
has been given cortisone, that patient should be pre- 
pared for operation by the administration of 100 mg. 
of hydrocortisone, dissolved in 2 cc. of water, for 2 or 
3 days before the operation, again on the day of op- 
eration, and for 1 or 2 days after the operation. Tri- 
methaphan (Arfonad) camphorsulfonate or hexameth- 
onium may be administered to produce hypotension 
in order to prevent extensive hemorrhage in certain 
operations. Hypothermia also may be instituted and 
maintained by the anesthetist to aid the surgeon in 
operations commonly productive of shock. 


PHYSIOLOGY 


Metabolic Patterns of a Group of Overweight, Under- 
weight and Average Weight Women. B. E. Haw- 
thorne, W. D. Brewer and M. A. Ohlson. J. Nutrition 
60:391-411 (Nov.) 1956 [Philadelphia]. 


Metabolic patterns of a group of 7 overweight, 7 
underweight, and 7 average-weight women were in- 
vestigated at fasting and following 2 test meals of 
varying carbohydrate and fat composition. Respiratory 
quotients, hourly energy expenditures, and hourly 
urinary nitrogen excretions were determined simul- 
taneously with blood glucose, blood pyruvic acid, 
serum total lipids, and serum chylomicron concentra- 
tions at fasting and at intervals for 5 hours. Although 
individual differences in responses were observed 
among all groups, certain metabolic patterns asso- 
ciated with the overweight and underweight subjects 
in this investigation were significantly greater than 
variations among individuals within the groups. The 
overweight women as a group appeared to exhibit a 
delay in utilization of carbohydrate in the test meals 
compared to the average-weight and underweight 
women. There were some indications of a greater 
preference for carbohydrate in metabolism by the un- 
derweight than by the average-weight women. 
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The Structure of the Respiratory (Terminal) Portion 
of the Lungs. B. M. Fried. A. M. A. Arch. Int. Med. 
98:691-699 (Dec.) 1956 [Chicago]. 


The lungs are the only visceral organ in contact with 
the outside world, but when removed from the chest 
under sterile conditions they contain no pathogenic 
bacteria. Yet a person inhales 12,000 liters of air in 24 
hours, taking in enormous quantities of particulate 
matter and bacteria. When fine emulsions of patho- 
genic bacteria are injected into the air sacs by way of 
the trachea, they are retained and destroyed in the 
lungs without the occurrence of local disease. The 
author observed that a dose of pneumococci that kills 
a rabbit in approximately 3 days after injection into the 
blood stream is harmless to an animal when the 
diplococci have been introduced into the pulmonary 
parenchyma by way of the trachea. The lungs possess 
a defensive mechanism made up of cells lying on and 
within the septums. These cells assume the functions 
of ameboid phagocytic macrophages. They also partic- 
ipate in the formation of the tubercle in tuberculosis 
and Boeck’s sarcoid; they produce the elements that 
make up the silicious nodule in pneumonoconiosis; 
and they are the progenitors of the large foam cells 
in lipid pneumonitis and of the heart-failure cells in 
congestive heart failure. To all appearances, these cells 
are the elements commonly identified as respiratory 
epithelial cells lining the walls of the air sacs. 


Some Effects of High Altitude on Man. L. G. C. Pugh 
and M. P. Ward. Lancet 2:1115-1121 (Dec. 1) 1956 
[London]. 


The expeditions sent to the Himalayas in 1951, 1952, 
and 1953 form a closely linked series. In 1951, the 
southern route on Mt. Everest was discovered; in 1952, 
a training expedition was sent to Mt. Cho Oyu, on 
which medical and physiological problems, particular- 
ly the use of oxygen, were studied; and in 1953, Mt. 
Everest was climbed for the first time. The early part 
of the 3 expeditions was much the same. The first 17 
days were spent marching 140-160 miles through the 
Himalayan foot-hills at heights ranging from 4,000 to 
12,000 ft., after which a main base camp was estab- 
lished at 12,000-13,000 ft. The next 2!2 months were 
spent mainly at heights between 18,000 and 22,000 
ft.; but, whereas the 1951 and 1952 expeditions went 
straight to 18,000 ft. and did not come down again for 
several weeks, the Everest party devoted nearly a 
month to preliminary acclimatization, making several 
short visits to 18,000 ft. and returning in the intervals 
to 13,000 ft. to rest. This phase of the Everest 1953 
expedition was followed by a month spent at 18,000- 
22.500 ft. establishing camps and transporting stores 
up the Khumbu glacier. The final phase on the Lhotse 
face and South Col (26,000 ft.), including the ascent to 
the summit (29,002 ft.), lasted about 14 days. The 1951 
and 1952 expeditions did not go above 23,000 ft. The 
Everest party had considerably more experience of 
high altitude than had the 1951 and 1952 parties. 

Symptoms varied with individual susceptibility, pre- 
vious experience, the stages of the ascent, and time 
spent at a given altitude. Lassitude, weakness, breath- 
lessness, and retardation of thought and action are the 
principal effects and were always present over 18,000 
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ft. Acute mountain sickness was not seen, although 
isolated acute symptoms, such as headache and vomit- 
ing, were noted. The physical findings on examination 
of men coming down from great heights were essen- 
tially normal, except that 3 men suffering from ex- 
haustion had abnormally low blood-pressure (85- 
80/70-60 mm. Hg). Physical deterioration eventually 
sets in above 20,000 ft. and is the more rapid and 
severe the greater the altitude. Partial adaptation, 
however, occurs initially at least up to 23,000 ft. In 
previous expeditions dehydration and lack of food 
have been important contributory factors in deteriora- 
tion. The mental effects of great altitude and their 
possible sequelae are described in the light of the 
previous Everest expeditions from 1922 onwards. As 
regards the use of oxygen, climbers now consider that 
for peaks up to 28,000 ft. in height they can get on 
without oxygen for climbing, so long as they have it 
for sleeping. The practice of dispensing with pre- 
liminary acclimatization reduces the chances of suc- 
cess in climbing peaks higher than 25,000 ft. The strain 
of climbing is greater and altitude deterioration sets 
in at lower altitudes and is more severe than in parties 
who have had more time in which to acclimatize. The 
plan adopted with success on the 1953 Everest ex- 
pedition was to set aside a month for preliminary 
acclimatization after the approach march and to make 
several short visits to 18,000 ft., returning in the in- 
tervals to 13,000 ft. to rest. 


Dislocation of Organs and Tissues of Rats Exposed to 
Acceleration Stress: Possible Physiologic Significance. 
C. F. Gell and D. Cranmore. J. Aviation Med. 27:497- 
504 (Dec.) 1956 [St. Paul]. 


A quick-freeze technique was used for the anatomic 
fixation of rats exposed to graduated increments of 
acceleration stress and time. The purpose of this study 
was to attempt to demonstrate a linear relationship 
between the extent of visceral and tissue displacement 
and the acceleration stress-time increments. Visceral 
displacement measurements were made of frozen, dis- 
sected rats that had been exposed to gravity-time 
increments of positive, negative, and transverse ac- 
celeration stress. It was found that visceral displace- 
ment reaches a maximum at a relatively low level of 
acceleration stress in a short period of time in the 
application of positive, negative, or transverse gravity. 
Elongation and torsion of the lungs in positive gravity 
and compression of the lungs in negative gravity sup- 
ports the postulate of Cranmore that death from ac- 
celeration stress is due to anoxic anoxia. Elongation of 
the heart and great vessels in positive gravity and 
compression of these organs in negative gravity im- 
pedes tissue oxygenation by reducing the blood flow. 
The possibility of tumbling creating pathological 
changes due to a piston-like action caused by the alter- 
nating displacement of the visceral contents of the 
cavities above and below the diaphragm appears rea- 
sonable, in view of the rapidity of displacement re- 
sponse to applied acceleration stress. The application 
of transverse gravity creates little displacement of vis- 
cera, with no significant physiological disturbance at 
much higher gravity levels than can be applied in pos- 
itive or negative gravity. 
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BOOK REVIEWS 


The Management of Fractures, Dislocations and Sprains. By 
John Albert Key, B.S., M.D., F.A.C.S., Associate Surgeon, 
Barnes, Children’s, and City Hospitals, St. Louis, Mo., and 
H. Earle Conwell, M.D., F.A.C.S., Associate Professor of Ortho- 
pedic Surgery, University of Alabama School of Medicine, 
Birmingham. Sixth edition. Cloth. $20. Pp. 1168, with 1123 
illustrations. C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1956. 

The first edition of this comprehensive textbook 
appeared in 1934. From the first, this book was accept- 
ed and used with great satisfaction by physicians in 
general practice, surgeons who were primarily en- 
vaged in the treatment of injuries due to trauma, and 
teachers in the medical schools as a reference book. 

The fifth edition was published in 1951. In the last 
five years, some changes in the principles of treating 
certain types of fractures and dislocations have been 
accepted. This new edition follows the same general 
format as that of preceding editions, but in it the 
authors present more than 100 new illustrations. Chap- 
ter 9 of the fifth edition, entitled Fractures of the Skull 
and Brain Trauma, and chapter 10, entitled Fractures 
of the Jaw and Related Bones of the Face, have been 
deleted from the new edition, because the care of 
these injuries has become so highly specialized that 
a general textbook on fractures and dislocations should 
not include these two subjects. 

As a result of many changes, including the afore- 
mentioned deletions, this edition is slightly less bulky 
than the preceding editions have been. Each chapter 
has been brought up to date, with regard to methods 
and principles of modern fracture therapy. 

The authors should be commended for the manner 
in which the subjects of open fractures and war 
wounds have been covered and for the clear-cut de- 
scription of indications and contraindications for the 
use of the medullary nail and other methods of in- 
ternal fixation. The high standards maintained in the 
past have been continued in the rewriting of sections 
and the changes made in preparing the new edition. 


Sick Children: Diagnosis and Treatment. By Donald Pater- 
son, M.D., F.R.C.P., Consulting Physician to Hospital for Sick 
Children, Great Ormond Street, London, Revised by Reginald 
Lightwood, M.D., F.R.C.P., D.P.H., Director, Pediatric Unit, 
St. Mary’s Hospital Medical School, University of London, 
London. With assistance of F. S. W. Brimblecombe, M.D., 
M.R.C.P., D.C.H., Paediatrician, Royal Devon and Exeter Hos- 
pital and Exeter City Hospital, Exeter, Devon, England. Sev- 
enth edition. Cloth. $8.75. Pp. 593, with 99 illustrations. J. B. 
Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 2083 
Guy St., Montreal, Canada; Cassell & Co., Ltd., 37-38 St. An- 
drew’s Hill, Queen Victoria St., London, E.C.4, England, 1956. 


The newest edition of this well-known short text- 
book lives up to the reputation of its predecessors 
and includes many of the advances of recent date in 
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diagnosis and treatment. It is concise, well written, 
and well illustrated. The reproduction of roentgeno- 
grams is particularly commendable. The subject mat- 
ter reflects to some extent the particular interests of 
British pediatricians. There is great emphasis on breast 
feeding and on the use of expressed breast milk in 
digestive disorders. Rheumatic fever and celiac disease 
are extensively discussed. Such metabolic anomalies as 
idiopathic renal acidosis, idiopathic hypercalcemia, 
hypophosphatasia, and galactosuria are handled well, 
and one encounters descriptions of a number of con- 
ditions not commonly found in American textbooks, 
such as inclusion body encephalitis. The use of tuber- 
culin jelly for routine skin testing will be unfamiliar 
to most readers in the United States. The excellent 
sections on the nervous system come from the pen of 
J. P. M. Tizard and those on tropical pediatric disor- 
ders from Cicely Williams. Errors can be found in 
this, as in all, books. They escape the most diligent 
writer, and it is perhaps unkind to collect them. The 
abnormal brain lipid in Niemann-Pick disease is said 
to be lecithin rather than sphingomyelin; the distinc- 
tion between sclerema and subcutaneous fat necrosis 
is not made, and the Koch-Weeks bacillus is still re- 
garded as an entity, rather than a variety of hemophi- 
lus influenzae. The book still refers to hematoma of 
the sternomastoid rather than fibroma. The errors are, 
however, few. There are some sins of omission, too. 
Under traumatic esophagitis from swallowing lye, 
routine prophylactic dilation to prevent stricture is 
not mentioned. 

Points of view differing from those held widely in 
the United States are not infrequently encountered. 
The antitoxin therapy of scarlet fever appears to be 
routine. Excesses of fat and carbohydrate are still 
feared in infant feeding, and solid foods are introduced 
much later than in the United States. One feature that 
characterizes all foreign textbooks is reference to rem- 
edies by their local proprietary designations. The 
American pediatrician who wishes guidance in the 
treatment of epilepsy will probably be unfamiliar with 
such preparations as Epanutin, Primidone, and Condy’s 
fluid. Some of the eponyms were also unfamiliar, such 
as Marion’s disease (hypertrophy of the bladder sphinc- 
ter). On the whole, however, the author and his as- 
sociates are to be commended on producing a short, 
readable, and sound textbook. The differences in view- 
point should be stimulating to the American reader. 


Rattlesnakes: Their Habits, Life Histories, and Influence on 
Mankind. Volumes 1 and 2. By Laurence M. Klauber. Cloth. 
$17.50 per set. Pp. 708, with 187 illustrations; 709-1476, with 
58 illustrations. Published for ZoGlogical Society of San Diego 
by University of California Press, Berkeley 4, 1956. 

At first thought, the publication of a work, espe- 
cially one of such magnitude, devoted to a single group 
of snakes might seem an event of interest and value 
only to the specialist in reptiles. It is a rewarding 
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discovery to find that the author, in addition to setting 
a new pattern of writing natural history, has com- 
piled a rich store of accurate information useful in 
many fields. Although the title would seem to limit 
the scope of the two volumes to the discussion of 
rattlesnakes only, this is far from true. Within 48 hours 
after its receipt, the excellent bibliography and index 
furnished references needed by a student of the his- 
tory of medicine on the use of serpents for healing 
purposes in ancient Greece. This was in addition to 
specific information in the text. The ethnologist, the 
folklorist, the herpetologist, and the physician should 
all find sections that are of special interest and value. 
The well-illustrated chapters on classification, distri- 
bution, physiology, and reproduction by themselves 
constitute an authoritative monograph on rattlesnakes. 
The tall tales, myths, and folklore might be described 
as a compendium of human credulity. The sometimes 
amusing, sometimes shocking accounts of outmoded 
and folk treatments for snake bite are evidence of 
what the human body can stand. One case cited (all 
sources of material are identified) reports the admin- 
istration of 1 qt. of brandy and 1% gal. of whiskey in 
36 hours to a patient. The section dealing with the 
danger of rattlers to man and animals and the pre- 
vention and treatment of snake bite is a comprehen- 
sive survey of practical value to anyone, physician or 
layman, who has reason to believe he may ever be 
confronted with a case of snake bite to treat, from a 
copperhead and moccasin, as well as rattler. 

The poison apparatus and mechanism of the bite, 
the venom, the therapeutic use of snake venoms, the 
mortality from snake bite, the preparation and use 
of antivenins, first aid in the field, and specific recom- 
mendations for treatment in a hospital by the phy- 
sician are aij discussed in an explicit and clear fashion. 
Particular case reports are presented with a tabulation 
of the frequency of various symptoms, such as nausea, 
hemorrhage, weak pulse or heart failure, respiratory 
difficulty, and gangrene. The author hopefully states 
that the increase in medical knowledge and the de- 
velopment of new drugs will probably make this sec- 
tion dealing with the treatment of snake bite the first 
part of his work to become obsolete and outmoded. Be 
that as it may, this section is of great present value, 
and the work as a whole sets a high standard and 
should be of value for many years to come. 


Symposium: The Management of Tuberculosis. Editor: Irv- 
ing J. Selikoff, M.D., Associate Attending Physician for Thoracic 
Diseases, Mount Sinai Hospital, New York. [Also distributed 
as July-August issue of J. Mt. Sinai Hosp.] Cloth. $5. Pp. 329- 
646, with illustrations. Waverly Press, Inc., Baltimore, 1956. 

This symposium, prepared by members of the staff 
of Mount Sinai Hospital, was pioneered and spear- 
headed by the editor, for which achievement he re- 
ceived the Lasker Award of the American Public 
Health Association in 1955. The last few years have 
seen no field of medicine change more radically than 
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has the management of tuberculosis. The pathology, 
course, medical management, surgical therapy, hos- 
pitalization, prognosis, all must be reevaluated be- 
cause of the impact made by the introduction of ison- 
iazid and related drugs. So widespread and funda- 
mental are these alterations that this period has been 
aptly designated the “antimicrobial era” in the history 
of human tuberculosis. The happiest change has been 
in prognosis. During these past 10 years, the death 
rate has fallen by about 70%, and it may be hoped that 
it will decline still further. This symposium records 
the current concept of management at the Mount Siani 
Hospital. The therapeutic advances in almost every 
major phase of tuberculosis and problems in their ap- 
plication are presented. Emphasis in the treatment of 
tuberculosis is rapidiy beiny swung back to general 
medicine, and its treatment no longer is largely con- 
fined to outlying sanitoriums, thanks to modern sur- 
gery, anesthesia, blood banks, specialized techniques 
and equipment, and chemotherapy. This is not to say 
that treatment in specialized tuberculosis institutions 
will not be required in some cases, especially patients 
needing long-term care, but development of ambu- 
latory therapy for many patients makes urgent the 
assimilation of techniques of tuberculosis _ treat- 
ment into general hospitals. There is much meat in 
these articles on the evolution of chemotherapy, with 
regard to its mechanism, effect on tissue response and 
systemic manifestations, and its limitations through 
drug intoxication, nature of disease, and _ bacterial 
resistance to the drug. 

This book offers a challenge to all physicians and 
puts one on the alert as to possible future develop- 
ments and how we can best proceed to utmost success 
in all cases. It makes the study of tuberculosis univer- 
sal and unlimited. 


Diseases of the Heart. By Charles K. Friedberg, M.D., At- 
tending Physician, Mount Sinai Hospital, New York. Second 
edition. Cloth. $18. Pp. 1161, with 157 illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W.C.2, England, 1956. 


This edition of this classic sustains the high level of 
merit of the first edition. It is a must for the library of 
every cardiologist and should be valuable to the medi- 
cal student, internist, and up-to-date general practi- 
tioner. The addition of three chapters on graphic meth- 
ods of examining the heart enhances the value of this 
book as a textbook. A major revision has also been made 
to include the recent advances in cardiac surgery. The 
sections on nonsurgical treatment have also been ex- 
tensively revised. The chapters that have been en- 
larged include those on chronic cardiopulmonary dis- 
ease, coronary atherosclerosis, and congenital heart 
disease. Although one need not agree with all of the 
author’s views, the scholarliness and comprehensive- 
ness of the book and the judicial handling of contro- 
versial matters should impress the most critical reader. 
This book is one of the best in its field. 


J.A.M.A., February 16, 1957 


QUERIES AND MINOR NOTES 


NEUROLOGICAL ILLNESS 

AND POLIOMYELITIS VACCINE 

To tue Eprror:—Last year, a 29-year-old multipara 
who was five months pregnant developed neurologi- 
cal symptoms two weeks after receiving her second 
injection of poliomyelitis vaccine. The diagnosis, 
made by a neurosurgeon and neurologist, was trans- 
verse myelitis. She is paralyzed from the umbilicus 
down, sensation is gone, and she is flaccid. Have any 
similar cases been reported following administration 
of poliomyelitis vaccine to pregnant women, and, if 
so, is the reason known? 

Louis Freeark, M.D., Corvallis, Ore. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—There have been reports of neurological 
complications following the administration of poliomy- 
elitis vaccine. It is not known at this time whether any 
of these undesirable sequelae have occurred in preg- 
nant women. Reports in medical journals concerning 
these neurological complications following the adminis- 
tration of poliomyelitis vaccine should be forthcoming 
in the near future. Similar neurological complications 
have been reported following the administration of 
antirabic vaccine. Although the cause is not actually 
known, there have been suggestions that it is a live 
virus or an allergic response. A similar cause may be 
responsible for the neurological complications follow- 
ing administration of poliomyelitis vaccine. 


ANswer.—Five reports of cases of myelitis following 
poliomyelitis vaccination have been received by the 
U.S. Public Health Service from May, 1955, through 
December, 1956. However, none of these cases occur- 
red in adults. These five cases had onset from 2 to 24 
days following a first, second, or third poliomyelitis 
vaccination. Paralysis was spastic in all cases; sensory 
defects were reported in two cases and cranial nerve 
involvement in one case. In four of the patients lumbar 
punctures were done: all four showed an elevated 
blood cell count (18 to 149 cells per cubic millimeter ), 
with lymphocytes predominating, and three of the four 
showed an elevated protein level. Two of the five pa- 
tients have recovered completely, in 6 to 12 weeks. 

Since at least 80 million doses of poliomyelitis vac- 
cine had been used through December, 1956, a certain 
number of neurological illnesses in recently vaccinated 
persons would be expected by coincidence alone. At 
present, no final evaluation can be made of the rela- 
tionship of these cases to prior vaccination. The Polio- 
myelitis Surveillance Unit, Communicable Disease 


The answers here published have been prepared by competent 
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Center, U. S. Public Health Service, 50 Seventh St. 
N.E., Atlanta, Ga., is collecting reports of all types 
of postvaccinal illness that might represent vaccine re- 
actions. Physicians are urged to report suspected vac- 
cine reactions to their state or local health departments, 
which will forward them to the U. S. Public Health 
Service. The Poliomyelitis Surveillance Unit will send 
to any physician, on request, a current summary of data 
on postvaccinal illnesses. 


POLYCYTHEMIC BLOOD LEVELS IN ONE 
TWIN AT BIRTH 


To THE Eprror:—Premature twins were born with a 
single normal placenta and cords, but with different 
skin color. Twin one was “beet” red at birth, and the 
bluish-red color of his skin, especially the hands, 
feet, mucous membranes, and nails, has persisted. 
Between the 4th and 10th days a moderate icterus 
was noted in the scleras and on blanching the skin. 
Twin two was of normal pink newborn complexion 
and, except for a moderate physiological jaundice, 
has never shown clinical evidence of polycythemia. 
We can find no evidence to account for secondary 
polycythemia. The twins have never been very de- 
hydrated. Laboratory data for twin one are given 
in the table. 


Laboratory Data for Twin One 


Hemoglobin Level, Red Blood Cell Count, 


Age, Days Gm./100 C Millions/Cu. Min. Hematocrits, % 
4 18 7.2 
7 18 6.1 72 
9 26 6.3 ce 
10 25 6 71 


Twin two showed anemia (hemoglobin level, 13.5 
gm. per 100 cc.; red blood cell count, 3 million per 
cubic millimeter; hematocrits, 39%). Does polycy- 
themia vera occur in newborn infants, and, if so, 
how is it possible to have it occur in just one twin of 
one-placenta twins when both children are otherwise 
apparently normal? How quickly could the poly- 
cythemia clear spontaneously? Are there any addi- 
tional laboratory tests that should be made? What 
is the treatment? 


H. Hammond Pride, M.D., Knoxville, Tenn. 


AnsweER.—The particular physiological and hemato- 
logical states existing in utero are such as to promote 
the presence of polycythemic levels in the prematurely 
born infant. These are related to the greater blood 
volume per unit of body weight in the premature in- 
fant than in the full-term infant and are augmented 
by the placental blood supplement. However, the 
seemingly excessive hemoglobin and red blood cell 
levels in twin one in this instance may indeed represent 
the upper limit of normal. On the other hand, search 
should be made for other factors leading to erythrocy- 
tosis such as pathological conditions producing plasma 
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loss, defects in the cardiopulmonary system including 
congenital heart disease, and organic causes of im- 
paired pulmonary ventilation. Polycythemia vera 
(erythremia) is not known to occur in infancy, and 
except for a case reported in a 6-year-old child it is 
predominantly a disease of middle or later life. 

The reason for the delayed decline in postnatal 
blood levels in twin one in the absence of organic 
disease cannot be stated precisely. A similar instance 
has been reported (Smith: J. Pediat. 43:457, 1953) in 
which a normal newborn infant maintained a polycy- 
themic blood level of comparable magnitude for six 
weeks before a drop to 5 million red blood cells per 
cubic millimeter occurred. No therapeutic measures 
were required, 

What is intriguing in this case is the polycythemia 
in twin one and anemia in twin two. This discrepancy 
in identical twins might be due to blood loss in the 
anemic twin during separation of the placenta in the 
interim between deliveries. Another explanation is that 
offered by Klingberg and co-workers (abstracted, 
A. M. A. Am. J. Dis. Child. 90:519 [Nov.] 1955) in a 
similar case, namely, single ovum twins in which one 
twin had a hemoglobin level of 25.2 gm. per 100 cc. 
and 7,470,000 red blood cells per cubic millimeter and 
the other a hemoglobin level of 3.7 gm. per 100 cc. 
and 1,850,000 red blood cells per cubic millimeter. 
Examination led to the discovery of an arteriovenous 
shunt between the supposedly separate placental cir- 
culations, resulting in a parabiotic circulatory system. 
An unequal functioning between the two circulations 
accounted for the sharp differences in blood levels. In 
their case blood was withdrawn from the polycythemic 
infant and was followed by an uneventful course. 
Usually polycythemic levels in newborn infants drop 
to normal spontaneously and without ill-effect. 


EPILEPSY AND MENSTRUATION 

To THE Eprror:—A 51-year-old woman gives a history 
of typical grand mal epileptiform seizures, present 
since approximately her 34th year and occurring only 
at the time of the premenstrual and menstrual peri- 
ods. The patient cannot remember these attacks hap- 
pening at any other times. Examination reveals a nor- 
mal central nervous system, normal blood pressure 
and heart, and only a moderate degree of arterioscle- 
rotic changes in the fundi. She is quite obese. There 
do not appear to be any abnormal changes in her per- 
sonality. Are such cases thought to be attributed to 
fluid retention incidental to the premenstrual phase? 
Would diuretics and sodium restriction have any 
value in the treatment of this patient's symptoms? 
She has been receiving analeptics over the years, 
without any material improvement or diminution in 
her symptoms. 


John D. Lynch, M D. Manitowoc, Wis. 


ANswer.—It is well known that periodic fluid reten- 
tion exists in the menstrual cycle in lower animals. It 
is also common knowledge that fluid retention in the 
brain and increased cerebrospinal fluid in the brain 
will produce seizures in epileptic monkeys. The evi- 
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dence of premenstrual edema in women indicates that 
there is a close relationship between internal secretions 
and water balance. Some workers in the field of endo- 
crinology have felt that progesterone may have anti- 
convulsant properties during the catamenia. This has 
been a highly controversial subject. It has also been 
suggested that during the period of highest progester- 
one activity there is a diminution of fluid retention. 
In the experience of people who work in the field of 
convulsive disorders, the greatest tendency to seizures 
is in the premenstrual period. 

Many women who have a low convulsive threshold 
or who are epileptic are seriously influenced by this 
disturbance of water balance. In women who are pre- 
disposed to epilepsy, there is a tendency to have more 
frequent and more severe attacks during the premen- 
strual period than during or after the cycle. 

Administration of diuretics and sodium restriction 
have not proved too successful, although 15 grains 
(1 gm.) of ammonium chloride four times a day, 
250 mg. of acetazolamide two or three times a day, 
or 1 or 2 tablets daily of chlormerodrin should be 
tried. Restriction of fluid intake to 1,000 cc. or less 
daily during the week preceding the menses should 
be tried. In most instances, increasing anticonvulsant 
medication during the premenstrual period and during 
the mentrual period, with restriction of fluid, has 
proved most effective. 


DRYNESS OF MOUTH 
To tHE Eprror:—An emotionally stable insurance 
salesman, aged 47, complained of a drawing effect 
in his mouth, such as the effect produced by putting 
a persimmon in the mouth. He has no other com- 
plaints. Examination revealed a mild irritation of the 
mucous membrane of the nose, but the mouth and 
the entire oral cavity did not reveal any pathological 
condition. He was treated locally for one week, with 
no improvement. He was then given 0.1 cc. of 
Hollister-Stiers mixed respiratory vaccine. Three 
weeks later he stated that he believed the shot 
helped but that his mouth was still drawing, 
though not burning. The tongue is dry, and the 
mouth feels wrinkled like a dried-up peach. Finger 
examination of the buccal mucous membrane three 
weeks after onset revealed it to be soft with no ulcer- 
ations or tumor masses. He is not anemic. Blood 
pressure is 140/68 mm. Hg. Please advise me con- 
cerning diagnosis and treatment of his condition. 


M.D., Ohio. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


ANSWER.—Sensations such as those described in this 
patient sometimes occur in connection with dental 
work. Prosthetic appliances and current-producing 
fillings such as gold and amalgam may be causative. 
Some metabolic disorders such as uremia or diabetes 
may also produce abnormal sensations. These feelings 
are fairly common in the menopause. After ruling out 
the above named factors, I would conclude that this 


606 QUERIES AND MINOR NOTES 


is likely an organ fixation factor. Treatment wouid con- 
sist of reassurance and whatever else could be done in 
the way of changing the sensation. Sometimes chewing 
gum for a short period will change the sensorium, al- 
though constant chewing may tend to aggravate it. 
Small doses of a sedative such as phenobarbital might 
be worth trying. 


Answer.—The clinical complaint of dryness of the 
mouth is frequently associated with the complaint of 
metallic taste or the feeling following the use of 
astringents. This group of clinical symptoms has never 
been definitely associated with known pathological 
cause. Several things might be contributory to the sen- 
sation, such as decreased output of the salivary glands 
or the glands of the upper respiratory tract. It is sug- 
gested that attention be given to the need for increased 
fluid intake and that careful examination be made to 
see that the nasal air passages are not unduly dry. 


DRAWING BLOOD FOR ALCOHOL 
CONTENT DETERMINATION 


To ine Eprror:—Please discuss the drawing of blood 
for a sobriety examination and the determination of 
the blood alcohol content at the request of the state 
highway patrol or local police officers in (1) a dead 
person, (2) an unconscious person involved in an 
automobile accident when the test is not for diagno- 
sis of the cause of loss of consciousness, and (3) an 
obviously intoxicated person who gives his consent 
for the examination. 


Philip von Hungen, M.D., Escalon, Calif. 


ANnsweR.—The results of a chemical test of a blood 
specimen given voluntarily for the purpose of proving 
the degree of intoxication have been held to be ad- 
missible in court in Texas ( Abrego v. State, 248 S. W. 
2d. 490, 1952), Oklahoma ( Bowden v. State, 246 P. 2d. 
427, 1952), Colorado (Kallnbach v. People, 242 P. 2d. 
222, 1952), California (People v. Abbott, 225 P. 2d. 
283, 1950), New York (People v. Ward, 120 N. E. 2d. 
211, 1954), Maine (State v. Beane, 91 A. 2d. 924, 
1951), North Carolina (State v. Cash, 15 S. E. 2d. 277, 
1941), Arizona (State v. Childress, 274 P. 2d. 333, 
1954), Idaho (State v. Deane, 268 P. 2d. 1114), lowa 
(State v. Morkrid, 286 N. W. 412, 1939), Utah (State 
v. Read, 243 P. 2d. 439, 1952), and Florida ( Touchton 
v. State, 18 So. 2d. 752, 1944). That a person has sufh- 
cient alcohol in his blood to make him an unsafe 
driver does not necessarily mean that he is mentally 
incapable of consenting to a chemical test for intoxica- 
tion (Bowden v. State, 246 P. 2d. 427 [Okla., 1952]). 

The results of chemical tests for intoxication have 
been held inadmissible in Michigan on the ground that 
they have not as yet had general acceptance ( People v. 
Morse, 38 N. W. 2d. 322, 1949). The results of a chem- 
ical analysis of the brain, blood, and stomach contents 
of a dead person to determine the degree of intoxica- 
tion have been held admissible (Commonwealth v. 
Capalbo, 32 N. E. 2d. 225 [Mass., 1945] ). 

In People v. Haeussler, 260 P. 2d. 8 (1953), the Cali- 
fornia court admitted into evidence the results of a 
chemical test of a specimen of blood taken from the 
defendant while she was unconscious, stating that this 
did not vioiate her right to be secure against unreason- 
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able search and seizure. However, in a similar case the 
Iowa court held that the taking of a specimen of blood 
from an unconscious defendant, not at the time under 
arrest, was an unlawful search and seizure under the 
state constitution, and the results of the test were in- 
admissible. 


CHRONIC ORTHOSTATIC HYPOTENSION 


To tHe Eprror:—A 64-year-old man has orthostatic 
hypotension. Previously his blood pressure was 
120/80 mm. Hg when taken while he was in a sitting 
position. Five years ago he began to complain of 
dizziness on standing, and his blood pressure 
dropped to 60/40 mm. Hg on standing. For the past 
three years, his blood pressure has been 50 to 60 
mm. Hg systolic and 20 to 40 diastolic when he is 
in a sitting position. While he is lying down, it is 80 
to 100 mm. Hg systolic, and when he stands the 
systolic drops to 30. There has been no change in 
his weight, nor have there been other findings to sug- 
gest adrenal cortical hypofunction (Addison's dis- 
ease). Bandaging of his legs and use of an abdominal 
binder have been tried, as has treatment with many 
drugs, with no results. There is no evidence of any 
cardiac abnormality. At present, he is able to stand 
erect for only a few seconds. He walks in a stooped 
position to keep from fainting, and for a good share 
of the day he has to remain in bed, where he feels 
perfectly normal. Suggestions for treatment of this 
man would be appreciated. 


Navarre J]. Dunn, M.D., Florence, Ore. 


Answer.—Most treatments for true chronic ortho- 
static hypotension are unsatisfactory. The most com- 
mon cause is chronic debility with loss of muscle tone. 
This can usually be corrected by proper exercise, espe- 
cially of the abdominal musculature, and diet. Hypo- 
adrenalism, which is much less common, is aided by 
cortical hormone therapy. A “head-up” bed may also 
be tried. It would be interesting to know if the patient's 
condition would respond to his wearing an aviator’s 
G suit. 


HONEYBEE POLLEN 


To THE Eprror:—A beekeeper reads articles concern- 
ing the magical properties of honeybee pollen in 
regard to its possible use for prolonging life. Kindly 
send me any information you may have on the sub- 
stance. H. J. Borge, M.D., Wolf Point, Mont. 


Answer.—Honey contains a large number of sub- 
stances that vary with the bloom available, determined 
by geography and time of the year. Since it requires 
about 3 million separate bloom-visits to furnish suffi- 
cient nectar for a pound of honey, it is only logical to 
expect considerable variation in its composition, par- 
ticularly of its microelements. The U. $. Department 
of Agriculture gives American honey the following 
average composition: levulose 40.5%, dextrose 34.0%, 
sucrose 2.0%, dextrins and gums, 1.5%, and water 
17.7%. This leaves a little over 4% not accounted for by 
chemical analysis. This fraction consists of pollen 
grain, beeswax, albuminoids, and chlorophyli deriva- 
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tives. There are traces of enzymes, used by the bee to 
convert the sucrose of nectar to its monosaccharides, 
and of various aromatic substances, which give the 
characteristic tastes and flavors of various honeys. 
Traces of vitamins are present, but none in amounts 
significant for human nutrition. Aside from the fact 
that about 60% of its sugar is present as levulose, 
which may make it better, or less deleterious, than 
ordinary sweets for diabetics, honey has no known 
therapeutic value peculiar or specific only to itself. 
In ancient times before beet, cane, and corn sugars 
were available, honey was a chief source of sweet in 
the diet. It was also valuable in infant feeding and for 
invalids. Because ot its high sugar content, it was used 
to preserve foods, particularly fruits. It was also used 
in ceremonials, as a respectful offering to a guest or 
as a libation to a bridegroom on his first visit to his 
bride’s father. In many parts of the world, such as 
India, Egypt, Abyssinia, and ancient Rome, certain 
medicinal properties were assigned honey, but West- 
ern medicine has yet to confirm its peculiar or specific 
medicinal value. An excellent article on honey appears 
in the Encyclopedia Britannica. 


LEGG-CALVE-PERTHES DISEASE 
To tHE Eprror:—Please provide information concern- 
ing recent developments on the subject of Legg- 
Calvé-Perthes disease, particularly regarding etiol- 
ogy. Could an injection of tetanus antitoxin have 
any etiological significance? 
James A. Gannon, M.D., Washington, D. C. 


Answer.—A recent article on Legg-Calvé-Perthes 
disease by Ponseti (J. Bone & Joint Surg. 38-A:739, 
1956) includes a discussion of the possible etiology of 
this disease and an extensive bibliography. In the 
opinion of this consultant, the etiology of the disease 
remains obscure. All that can be said about it is that 
it apparently is not a disease localized to the capital 
femoral epiphysis and epiphysial plate but is more a 
generalized condition involving several epiphyses in 
the body. There is no evidence that an injection of 
tetanus antitoxin could have any etiological signifi- 
cance. 


LESIONS AFTER ORAL USE OF ANTIBIOTICS 


To tHE Eprror:—About 12 years ago a patient used 
antibiotic pastilles orally for a protracted period of 
time. Ever since then he has had gingival discomfort 
and recurrent lesions. Could the local use of the 
antibiotic be the cause of the difficulty? 


M.D., Ohio. 


Answer.—There is little question that the oral use 
of antibiotic pastilles may be responsible for the de- 
velopment of lesions in the gingival and oral mucous 
membranes as the result of direct irritation or allergy. 
Although it is stated in the query that the drug was 
used “over a protracted period of time,” it is not clear 
whether it has been used periodically over the past 12 
years or whether use was discontinued 5 or more years 
ago. If it has not been used for several years, it would 
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be difficult to associate the gingival lesions with the 
antibiotic. If, on the other hand, the patient has em- 
ployed the antibiotic periodically up to the present 
time, the oral lesions are probably due to its use. The 
best treatment is to stop the application of antibiotic. 


ATHLETICS FOLLOWING POLIOMYELITIS 

To THE Eprtor:—A 17-year-old boy developed acute 
poliomyelitis Aug. 26, 1956. He was in the hospital 
for seven days, during which time his symptoms 
subsided entirely. Three weeks later there was no 
evidence of any muscle weakness, the abdominal 
reflexes were present, and all extremity reflexes 
were normal. The back muscles, particularly, showed 
no evidence of any weakness at all. The boy has 
returned to school and states that he feels fine. He 
plays on the school football team, and, since he is 
a senior, he is anxious to return to practice. Is there 
any reason why he should not do this? 


Ben F. Roach, M.D., Midway, Ky. 


Answer.—In the case mentioned, although the boy 
apparently recovered completely within about three 
weeks, the chances are that there was actual involve- 
ment of the anterior horn cells of the central nervous 
system but that the involvement was so slight that the 
resultant weakness could not be detected clinically. 
It is also possible there is muscle weakness, particu- 
larly in the back, that, although undetected, might 
result in a scoliosis. Furthermore, the muscles of the 
extremities and pelvic and pectoral girdles may be 
minimally involved with only a few of the muscle 
fibers being paralyzed. In such a case, it would be 
quite possible that strenuous physical exertion would 
overtire the muscles and prevent the normal recovery 
of those fibers on the border line. 

Most of the recovery of the involved muscle fibers 
is accomplished within a six-month period. Therefore, 
in answer to the specific question, this boy should 
remain out of athletics for six months, and then his 
condition should be carefully evaluated before he re- 
enters any athletic program. He should be examined 
at three-month to six-month intervals until full growth 
has been obtained. There seems little doubt that this 
boy actually did have a mild clinical case of polio- 
myelitis. 


TREATMENT OF SYPHILIS AND 
PENICILLIN SENSITIVITY 


To THE Eprror:—In THE Journat of Nov. 10, 1956, 
page 1101, in Queries and Minor Notes, it was asked 
what therapeutic procedures were recommended for 
patients with “active cerebrospinal syphilis” in whom 
anaphylactic or minor skin reactions to penicillin 
had occurred. The answer stated that treatment with 
penicillin “should be immediately and permanently 
discontinued”; the use of broad-spectrum antibiotics 
in a dosage of from 2 to 4 gm. daily for four weeks 
was advocated. Insufficiently treated parenchyma- 
tous neurosyphilis is a fatal or at least a crippling 
disease. There is not sufficient evidence of the effi- 
cacy of the antibiotics mentioned, and no long-term 
observations are available. In addition, undesirable 
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side-effects may be expected in a high percentage of 
patients receiving the suggested dosage. Artificial 
fever therapy or inoculation malaria may still be 
preferable, although more difficult to administer. 
This dilemma may confront us in the rare case of 
an asthmatic patient with the history of, or symp- 
toms of, a severe anaphylactic reaction. In most 
cases, however, the concomitant use of antihistamin- 
ics and, in severe cases, additional coverage by 
steroid therapy, will permit the continuation of peni- 
cillin therapy. Minor skin reactions such as urticaria, 
dermographia, and serum sickness type of reactions 
occur in many penicillin-treated patients, and an 
incidence of from 5 to 20% has been reported by a 
number of authors. Such reactions occurred in 12% 
of about 1,200 syphilitic patients treated at the out- 
door department of the Royal Victoria Hospital in 
Montreal, Canada. It was always possible in those 
patients to complete the course of penicillin therapy 
(5 to 10 million units of procaine penicillin); con- 
comitant antihistaminic therapy was used routinely; 
and additional steroid therapy (80 mg. of hydro- 
cortisone daily) was necessary in only two cases. 


Frederick Kalz, M.D. 
Royal Victoria Hospital 
1414 Drummond St. 
Montreal, Canada. 


To THE Eprror:—The Nov. 10 issue of THE JouRNAL, 
under Queries and Minor Notes, includes an answer 
to the problem of penicillin sensitivity and the treat- 
ment of syphilis that, I think, gives a somewhat 
mistaken impression. Patients who develop a minor 
penicillin reaction, for example of the urticarial type 
or even of the mild erythematovesicular form, may 
continue to receive penicillin, and their reaction can 
be controlled with various antiallergic measures. 
Administration of penicillin may, of course, have to 
be discontinued, if the reaction cannot be controlled, 
but there is even:a report in the literature of the 
completion of penicillin treatment of syphilis in the 
face of an allergic reaction by the concomitant use 
of steroids (Brodey and Nelson: New England J. 
Med. 250:1669, 1954). Of course, the history of an 
anaphylactic reaction would preclude the use of 
penicillin. It is important that minor penicillin al- 
lergy not be permitted to frighten us into thera- 
peutic paralysis when we deal with major indications 
for penicillin treatment, such as subacute bacterial 
endocarditis or syphilis. 

Sheppard Siegal, M.D. 

2 E. 84th St. 

New York 28. 


The above letters were submitted to the consultant 
who supplied the answer to the Query and Minor Note. 


His comments are as follows: 


To THE Eprror:—Minor reactions following penicillin 
therapy may be prodromal of more severe, danger- 
ous, and rarely possibly fatal reactions, if that treat- 
ment is continued, While this is not an inevitable 
rule, and appears less frequently in the treatment 
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of syphilis than of other skin disorders, it may be 
more judicious to change the therapy. A therapeutic 
fatality, particularly if preceded by warning signs 
that may be heeded, is a serious incident. If the 
drugs mentioned are not desirable because of inade- 
quate evidence of their effectiveness, recourse may 
be had to fever therapy, Mapharsen, or the arsphen- 
amines, all satisfactory in their day. 


RECURRING ADENOID HYPERPLASIA 
To tHe Eprror:—In the reply to the Query and Minor 


Note “Recurring Adenoid Hyperplasia,” in Tue Jour- 
NAL, June 30, 1956, page 236, considerable doubt was 
cast upon the usefulness of irradiation therapy for 
recurrent adenoid tissue. I feel, as | have for many 
years, that the proper employment of radium is the 
most effective manner of controlling this problem in 
many patients. Under the direction of the late Drs. 
S. J. Crowe and Curtis Burnham at the Johns Hop- 
kins Hospital, radium emanations have been used 
for the treatment of recurrent adenoids for well over 
20 years. The method has been employed continu- 
ously in this hospital ever since, and is now being 
used by well over a thousand specialists in the field 
of otolaryngology all over the United States. Hun- 
dreds of thousands of patients have been so treated, 
and the numerous reports of beneficial results in the 
literature, as well as the fact that so many well qual- 
ified specialists in the field continue employing the 
method, is a strong argument for its usefulness. 
Proper employment of this technique involves the 
use of the 50-mg. Monel metal applicator placed on 
each side of the nasopharynx for 12 minutes. Three 
such treatments are given at two-week intervals, A 
second such course may be given after some months 
if indicated, but no further irradiation of the naso- 
pharynx should be employed. Large masses of ade- 
noids are always removed surgically, and irradiation 
is reserved for small recurrences, especially those 
about the tubal orifices. Lymphoid tissue is a normal 
constituent of respiratory mucosa, and the idea that 
satisfactory clinical results may be obtained by thor- 
ough surgical removal of this mucosa is a fallacy. In 
many patients, as healing occurs and respiratory mu- 
cosa regenerates, the original difficulty may recur. In 
such instances irradiation alone can be counted on 


to be of benefit. Donald F. Proctor, M.D. 
819 Park Ave. 
Baltimore 1. 


The above letter was referred to the consultant who 


answered the Query and Minor Note concerned, His 
comment follows. 


To THE Eprror:—This consultant is fully aware of the 


pioneer efforts of Drs. Crowe and Burnham and has 
no doubt that their work at the Johns Hopkins Hos- 
pital was done under scientific conditions. But what 
of the widespread indiscriminate use of radium in 
the nasopharynx? What precautionary measures are 
taken by the average user of radium to insure ac- 


| 


Vol. 163, No. 7 


curate placement of the applicator over the eusta- 
chian tubal orifices? What are the hazards involved 
and what late effects of this type irradiation may be 
anticipated? The answers to the above questions 
may be found in a symposium conducted at the 54th 
annual session of the American Academy of Ophthal- 
mology and Otolaryngology in Chicago in October, 
1949. The title of the symposium was “Irradiation of 
Lymphoid Tissue in the Nasopharynx,” and the pub- 
lished proceedings may be found in the Transactions 
of the American Academy of Ophthalmology and 
Otolaryngology, May-June, 1950, pages 479-530. 
Among the conclusions reached, those that follow 
may be quoted: 

On the basis of the known biologic effect of beta radiation, 
the available data on the magnitude of the doses (as ex- 
pressed in roentgens ) which are currently used and the knowl- 
edge that the approved technic of repeated irradiation en- 
hances radiation damage, the conclusion appears inescapable 
that permanent and significant radiation damage of the naso- 
pharyngeal soft tissues is being produced not infrequently. 
This being the case, one can anticipate encountering an un- 
predictable incidence of late radiation complications at some 
future time which may vary from a few to many years after 
treatment. The potentiality for such complications is greatest 
in children who unfortunately constitute a large proportion of 
patients subjected to this form of therapy. 


In the same symposium, one of the Johns Hopkins 
scientists concludes his remarks with the statement: 
“The broad conclusion is reached that previous ideas, 
widely prevalent, of the effect of nasopharyngeal 
lymphoid tissue on hearing and of the effect of naso- 
pharyngeal irradiation on impaired hearing need to 
be revised.” Still another contributor states: “We 
are rapidly reaching the point where the cure is 
worse than the disease, and the beneficial effects 
of irradiation will be overshadowed by the deleteri- 
ous and destructive results of its injudicious use.” 
It is doubtful that anyone who reads the above sym- 
posium in its entirety will emerge from the experi- 
ence with enthusiasm for the routine use of irradia- 
tion, by applicators, for lymphoid tissue in the naso- 
pharynx. In the original reply to the query it was 
stated that “adenoidectomy under direct vision is 
currently the preferred method of dealing with stub- 
born lymphoid hyperplasia in the nasopharynx and 
about the eustachian tubal orifices.” The declaration 
still stands. Further information may be found in 
articles by Guggenheim (A. M. A. Arch. Otolaryng. 
55:146-152 [Feb.] 1952; ibid. 64:361-372 [Nov.] 
1956) and Meltzer (J. A. M. A. 154:228-230 [Jan. 16] 
1954; Ann. Otol. Rhinol. & Laryng. 63:607-619, 1954). 


CAUSE OF DEATH 


To tHE Eprror:—On page 1351 of THe Journat for 
Dec. 1, 1956, under the caption Cause of Death, two 
consultants express opinions concerning “inhibition” 
as a cause of death. I have some knowledge of the 
case in question, although I was not personally in- 
volved. Personally, I would have preferred the word 
“fright” to “inhibition,” but I would probably have 
said as regards the cause of death “unable to deter- 
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mine after pathological and toxicological examina- 
tion.” For eight years (1929-1937), I was one of the 
autopsy surgeons to the coroner in question, and in 
cases as nebulous as this we then gave cause of 
death as just stated. 

The second consultant objects to “inhibition” on 
the grounds that it is not listed in the Standard 
Nomenclature of Diseases and Operations. Neither 
is “fright,” but I am convinced that, under certain 
circumstances, fright is a perfectly logical and cor- 
rect cause of death. 

It is my understanding that cases similar to the 
one described in the original query can be diagnosed 
and coded “004-580 Psychophysiologic cardiovascu- 
lar reaction,” with the appropriate manifestation of 
terms, if possible, such as “Paroxysmal tachycardia” 
or “Sinus arrest,” that may accompany the condition. 
However, I believe that few physicians would think 
to equate “fright” with “Psychophysiologic cardio- 
vascular reaction.” Perhaps, in view of this, “fright” 
should be listed in the disease index as follows: 

Fright 
See Psychophysiologic disorders. 

I gave fright as the cause of death in two of my 
more than 13,000 coroner's autopsies, and the certifi- 
cates were accepted. The first case was of a dairy 
deliveryman about 30 years old. On a Fourth of July 
morning he had just seated himself behind the 
wheel of his truck to leave on his route when some 
prankster exploded a large torpedo on the outside 
of the cab near the driver's head. The driver col- 
lapsed over the wheel, unconscious, and was dead 
when the police ambulance arrived. A most meticu- 
lous autopsy, including toxicological examination, re- 
vealed nothing to which death could be attributed. 
Everything was remarkably “normal.” 

The second case was of a girl about 16 years old. 
When the first shock of the 1933 earthquake hit, this 
girl was terribly frightened. With each succeeding 
aftershock she went into severe panic reactions and 
became progressively weaker; she died about 12 
hours after the first shock. Meticulous autopsy and 
toxicological examination revealed no cause of death. 
In both cases we gave fright as the cause of death on 
the death certificate. 

Without clear-cut histories such as I have related, 
one would not be justified in giving fright as a cause 
of death, but, under the circumstances related above, 
I am convinced that it is a legitimate cause of death 
and should be recognized in the Standard Nomen- 
clature of Diseases and Operations. I have known of 
several similar but inadequately documented cases. 

John H. Schaefer, M.D. 
525 S. Flower St. 
Los Angeles 17. 


This comment was referred to the editors of Stand- 


ard Nomenclature, whose reply follows: 


To THE Eprror:—“Death due to fright” in the terminol- 


ogy of the Standard Nomenclature of Diseases and 
Operations is classified and coded on page 90, as 
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“004-580 Psychophysiologic cardiovascular reaction 
(indicate manifestations by supplementary terms).” 
However, fright is not cross referenced in the disease 
index. Consequently, the editors have now added it 
as follows: 
Fright 
See Psychophysiologic disorders. 


PREGNANCY FOLLOWING MASTECTOMY 


To THE Eprror:— In Tue Journat, Oct. 20, 1956, page 
847, under Queries and Minor Notes, a question was 
asked as to the advisability of the therapeutic abor- 
tion being done on a 23-year-old woman in her 
second month of pregnancy. In the letter it was 
stated that the patient had a simple left mastectomy 
performed approximately seven months prior to 
conception. The answer that was given, quoting 
Greenhill’s “Obstetrics,” referred to cases of radical 
mastectomy, not simple mastectomy. However, the 
fact that the type of treatment for pregnancy follow- 
ing a simple mastectomy was not discussed is not 
too important; the important point is that there are 
well-substantiated contradictory opinions to this 
type of treatment. A very excellent large survey on 
cases of this type was published by White (Surg. 
Gynec. & Obst. 100:661, 1955). I do not mean to 
detract from Greenhill’s text, but feel that in a matter 
of this kind the doctor from Pennsylvania should also 
be referred to White's article. 

John B. Phillips, M.D. 

1551 Union St. 

Schenectady, N. Y. 


The above letter was referred to the consultant, 


J.A.M.A., February 16, 1957 


RECURRENT BILIARY COLIC 
To tHE Eprror:—The answer to the query concerning 


recurrent biliary colic in Tut Journat for Nov. 17, 
1956, page 1200, was good, but incomplete. Would 
it not have been well to have included other perti- 
ent points that might also help the patient? The 
question was what to do about a gallbladder and bili- 
ary tree that appear and feel normal in a patient who 
had had typical recurrent biliary colic with three non- 
filling gallbladder tests. The answer given was that 
a careful exploration should be done, and, if nothing 
abnormal was found, the gallbladder should not be 
removed and the patient should receive medica- 
ments. May it be suggested that a duodenal drainage 
be done preoperatively. If a great increase in choles- 
terol crystals is obtained, and if, at operation, tiny 
stones are obtained by direct aspiration of the gall- 
bladder, then there would be an indication for the 
removal of the gallbladder. The withholding of nar- 
cotics before surgery might also help in case these 
procedures are negative, so that the biliary tract 
would not be thrown into a spasm and so that a 
cholangiogram could be done through the aspirating 
needle; any pathology found could then be cor- 
rected. A careful exposure of the cystic duct to note 
whether there is any scarring or sharp kinking or 
obstruction might also lead to the solution. If these 
tests are normal, the gallbladder should not be re- 
moved. This subject was thoroughly covered by 
Glenn and Mannix (Ann. Surg. 144:670, 1956). 

Roland T. Smith, M.D. 

Frisco Building 

Joplin, Mo. 


whose reply is as follows.—Eb. 


ATTACKS OF GASPING FOR AIR 
To THE Eprror:—In reference to the Query and Minor 


To THE Eprror:—As the writer intimates, there is a 
difference of opinion concerning the matter of preg- 


nancy following the treatment of carcinoma of the 
breast. It is true that White says that “the patient 
with breast carcinoma without evidence of spread 
should be allowed to have further pregnancies with- 
out fear of materially aggravating the course of the 
disease.” On the other hand, Cheek (A. M. A. Arch. 
Surg. 66:664 [May] 1953) sent questionnaires to 
many surgeons and received replies from 43 con- 
cerning 151 cases of carcinoma of the breast found 
during pregnancy. He states that “most physicians 
believe that further pregnancy should be avoided.” 

Incidentally, Greenhill did not say that all women 
who have had carcinoma of the breast during preg- 
nancy should avoid subsequent pregnancies. He 
emphasized the matter of the time interval between 
operation and a subsequent pregnancy. Please ob- 
serve the following statement: “Patients who desire 
to become pregnant following radical mastectomy 
should wait at least three years if axillary metastases 
were not present at the time of operation and five 
years if axillary metastases were present.” It is, how- 
ever, true that no one can be dogmatic about the 
subject of this comment. 


Note “Attacks of Gasping for Air,” in THE JOURNAL, 
Nov. 3, 1956, page 1020, the attacks described are 
not uncommon in college students and medical stu- 
dents, who are under some strain. As a student 
health physician, I see several of them each year. It 
was not uncommon among veterans who had been 
in active combat. The syndrome has been described 
and dignified by the name of hypnogogic hallucino- 
sis. | have found that simple reassurance and an ex- 
planation of the nature of the attack takes care of the 
matter nicely. This explanation usually was that in a 
state of nervous tension it is difficult for the patient 
to completely relax and go soundly to sleep. After 
finally getting to sleep he then awakens suddenly 
and feels desperately short of air. The attacks are 
always self-limiting. I am sure the episodes are more 
closely related to the phenomenon of psychogenic air 
hunger than they are to anything else. 

T. H. Harwood, M.D. 

Office of the Dean 

University of North Dakota 

School of Medicine 

Grand Forks, N. D. 


